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It depends, of course, on whether you are painting portraits, 
furniture or houses. Each brush has its limitations and advan- 
tages. The same is obviously true of antisyphilitic drugs. The 
arsphenamines offer definite advantages for routine therapy, 
definite disadvantages where intensive treatment is contraindi- 
cated. In the treatment of cardiovascular syphilis and hepatic 


syphilis in elderly patients, where a milder yet pronounced 


spirillicidal action is required, Bismarsen is often the drug of 


choice. When the initial dose is small, Bismarsen seldom pro- 
duces therapeutic shock or Herxheimer reactions, rarely causes 
jaundice, renal irritation, gastrointestinal disturbances, fever, 
headache or cerebral accident. @ Because it is injected intra- 
muscularly, Bismarsen is also useful where the intravenous route 
is impracticable, as in the treatment of obese patients, or infants 
and children with congenital syphilis. In general, the drug is 
well tolerated, even in relatively high doses, by elderly patients 
and children alike. @ Bismarsen is obtainable in 0.1-Gm. and 
0.2-Gm. ampoules with a special solvent (a weak aqueous 
solution of Butyn Sulfate). Literature will gladly be sent up- 
on request. Appott Laporatories, NortH Cxicaco, ILiinots, 
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CHEMOTHERAPY OF NEUROSYPHILIs 


Adequate treatment of early syphilis is the best method o 
preventing relapse involving the nervous system (neurore- 


currence). To detect asymptomatic *neurosyphilis in its 


incipiency, an initial examination of the spinal fluid is advised 


not later than three to four months after the start of treat. 


ment. In patients who develop persistently positive spinal 


fluids, as well as in those with clinical evidence of neuro. 


syphilis, the use of Tryparsamide Merck merits due con. 


sideration. 


Tryparsamide Merck is a pentavalent, organic arseniva 


Recognition of its value in the therapy of neurosyphilis has 


steadily increased since the first report in 1923 of its use ir 


the treatment of dementia paralytica. Tryparsamide Merck 


has some spirocheticidal activity and an unusual power o! 


therapeutic penetration into the central nervous system. 


Tryparsamide Merck often is used routinely in conjune- 


tion with fever therapy. Its use is suggested in the treatment 


of selected cases of neurosyphilis, such as incipient dement 


paralytica, tabes dorsalis, meningeal neurosyphilis, and other 


forms of cerebrospinal syphilis. 


TRYPARSAMIDE 


COUNCIL 
An outstanding 


ACCEPTED 


therapeutic agent 


in neurosyphilis 
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More dermatologists buy 
Mennen Lather Shave 
for their personal use 

than any other brand... 
one third more than 


the next leading brand. 


Results of a survey among the 
Dermatologists on the officta. 
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A SOAPLESS DETERGENT 
IN CONVENIENT 
CAKE FORM 


LOWILA CAKE contains laury] sulfoacetate dilu- 
ted in bentonite. The pH approximates that of 
normal skin (pH 5.0 to 5.5)—it is free of all perfume. 
a 
LOWILA CAKE is non-irritating, only mildly 
defatting and of low sensitizing index; cleanses 
the skin as satisfactorily as soap—at a cost com- 
parable to that of soap. 
LOWILA CAKE is an excellent cleanser for gen- 
eral toilet use—including the bath and shaving. 


SUGGESTED as a SOAP SUBSTITUTE in all 
conditions due to or aggravated by the use of soap Lowila Supplies 
and allied cleansers. Soft, Creamy Suds 


Please Fill In, Clip, and Mail Coupon for Liberal Trial Supply 


WESTWOOD PHARMACAL CORP. 
1020 Main St., Buffalo 2, N. Y. 


Send Lowila Cake for Clinical Trial: 


MD. 
(PLEASE 
PRINT 
NAME 
AND ADDRESS) 


Westwood Pharmacal Corp. 


1020 MAIN ST., BUFFALO 2, N. Y. 
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Less disagreeable garlic odor 
following injection. 
Well-tolerated — fewer 
a doses con often be given to ; 
patients intolerant to the 
arsphenamines. 
Fast administration —a 
dose is delivered in 30 ' 


You Sewice | 
MAPHARSEN 


When arsphenamines are taken into the body, it is 
believed that approximately one-tenth of the amount 
‘ administered is converted into arsenoxide. To this oxidized 
product, rather than to arsphenamines themselves, investi- 
<9 } gators attribute the spirocheticidal action of these drugs. 
waking MAPHARSEN* is meta-amino-para-hydroxyphenyl arsine oxide 


dy ili (arsenoxide) hydrochloride which offers an effective anti- 


syphilitic therapy . . . a form that causes rapid disappear- 
ance of spirochetes and prompt healing of lesions . . . 
and one that has facilitated development of the highly- 


effective, modern types of antisyphilitic treatment. 
*Trade-mark Reg. U. S. Pat. Off. 


You can now readily obtain supplies of Ma- 
pharsen Ampoules for use in your practice. 
Increased manufacturing facilities have 
made it possible for us to materially in- 
crease our output, and to maintain more 
M.D. ad adequate supplies in drug stores through- 


out the country. 
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Ehrlich’s prophetic vision of the ‘“‘magic 
bullet’? which would combine deadly 
efficacy against pathogenic bacteria 
with perfect compatibility in the human 
organism, approaches fulfillment in 
penicillin. Contrary to Ehrlich’s expec- 
tation, this magic bullet is not a synthetic 
drug developed by a chemist —it results 
from the metabolism of a mold. Biologic 
production of a chemotherapeutic agent 
thus is now applied in the pharmaceu- 
tical field, a new approach. 

Instead of the pure rationale of chem- 
ical formulas, the life habits of a micro- 
organism are the controlling factor in 
the manufacture of penicillin; the chem- 


ist’s important function here consists of 


guarding his microbian ‘‘workmen”’ and 
leading them to maximal production. 

It is this type of work in which Com- 
mercial Solvents Corporation has been 
engaged since its beginning. For a quar- 


ter centurggthe life habits of bacteria and 
molds hav&Peen the study to which an 
ever increasmig nymber of scientists in 


the C. S. CORe€ arch Laboratories are 


devoting their Ie-s. From their studies 
have come valuahkle products, such as 
butanol, acetone, vitamins, etc., achieved 
by exacting standards of sterility, an ex- 
tremely important factor in the working 
of the highly sensitive‘ microorganisms. 
What other manufacturer of any kind in 
the United States has had comparable 
experience in the application of micro- 
biologic methods to mass production? 
With the confidence born of this ex- 
perience Commercial Solvents Corpora- 
tion built, with its own funds, what now 
may well be the largest penicillin plant in 
the United States. It incorporates not 
only the fruits of 25 years of experience, 
but also the latest developments in the 
testing, handling, and packaging of 
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product upon the integrity of which the physician so 
often may have to stake his patients’ lives. Rigid labo- 


ratory controls assure for Penicillin-C. S.C. uniform 
potency, sterility, and freedom from pyrogens. 2 
Thus Commercial Solvents Corporation brings to : 
the manufacture of penicillin not only outstanding 
production facilities, but also the knowledge born of { 


a quarter century of research and actual experience, PREC AUT, 


in a field not only difficult but largely unexplored by N STERIL 
the pharmaceutical industry in general. 

The capacity of the C. S. C. penicillin plant is con- 
servatively rated at 40,000,000,000 (forty billion) 
Oxford Units per month. But for the time being its 
entire production must go to our armed forces. When 
their needs are met, Peniciblin-C. S. C. will be avail- 
able for civilian medical practice, not only in ade- 
quate distribution throughout the United States, but 
also at the reasonable cost to the patient which is 
every physician’s desire, and which is made possible 
by C. S.C. volume production. 
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PHARMACEUTICAL DIVISION 


(OMMERCIAL SOLVENTS 


17 East 42nd Street 


Penicillin Plant Corporation New York 17, N. Y. 


Terre Haute, Ind. 
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CLOVES, Glass SCREENS | 
<i i, WHERE PENICILUN.C. S.C. Is 
AIR IN STERILE AREA 
UNITS MONTHLy 
"EQUIRE A0EQuate FACIUTIES 


A LL SKILLED hands are important to the victory effort. Doctors, nurses, in- 
dustrial workers and housewives are frequently exposed to conditions which 
initiate or aggravate a skin irritation. Clinical investigation has established that 


the use of soap often adds to the discomfort. 


ACIDOLATE* Skin Cleanser fully meets the need for a detergent which removes 
cutaneous soil in cases where soap is contraindicated. Prepared from selected veg- 
etable oils, and having a pH of 6.25+ (approximately that of normal skin), 
ACIDOLATE cleanses thoroughly by emulsification, leaving the skin soft and cool. 


Residual or protective ointments are quickly removed from skin or hair 
by rubbing in a proper amount of ACIDOLATE and rinsing with water. 
Distress of cleansing sunburned skin may be lessened or avoided by 
applying ACIDOLATE and rinsing with water. 


Samples and literature to physicians on request. 


* Acidolate is the Registered Trademark of National Oil Products Company 


ai ACIDOLATE DIVISION + NATIONAL OIL PRODUCTS CO. 


112 ESSEX STREET HARRISON, N. J. 
Reg. U. 8. Pat. Off. 


Supplied in 8 ounce 
dispenser bottles 
and in gallons. 


Sole distributors in the TRADE MARK REG. U.S. PAT OFF 


Pacific and Mountain 
States Area, Galen e 
Company, 2122 Fourth 


Street, Berkeley (2), 
California. Copyright, 1944, National Oil Products Co 
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FECTIVENESS IN VITRO OI 
ON SPOROTRICI 


SPOR) 


REPORT FIVE CASES OI 


RAY O. NOOJIN, M.D., anv J. 
NCE OF JUpITH KILLIAN, A.B. 


With THE TECHNICAL AsSISTA 
DURHAM, 
the past ten years 7 patients with 


trichosis have been studied at Duke Hos- 
Six of them acquired the infection while 


esiding in North Carolina, which suggests that 
~ Ss? 


rotrichosis is geographically more wide- 


| than one might infer from the literature.’ 


pread than 
fost instances of the disease have been reported 


the valleys of the Mississippi and Missouri 


rs. Of the 7 Duke Hospital patients, 2 have 


en reported on previously > and the cases of 


ther 5 will be described briefly at the end 


this article. 


merous reports of cases and surveys of the 
ture have appeared from time to time, 
from the standpoint of treatment little has 
idded to the therapy of sporotrichosis 
y the past two decades. Foerster’s report 
26" covers the subject well, and the 
ted therapy as reviewed by him has still to 
ved on. This is not surprising when 
nsiders that sporotrichosis is seen only 
nally, or even rarely, by the average 
itologist, which limits the opportunity for 
il trial of new therapeutic measures. Fur- 

, since 10dides and roentgen radiation therapy 


we been used effectively for many years, it is 
necessary, as a rule, to resort to other methods 


It is well known, however, that 


treatment. 


mere Is an exceptional patient who reacts un- 


rably to iodides * or who does not respond 


From the Section of Dermatology and Syphilology 


the Department of Medicine, Duke University School 


“edicine 


Foerster, H. R.: Sporotrichosis: An Occu- 

Dermatosis, LE A. M. A. 87:1605-1609 (Nov. 

1926. (b) French, E. D.: Sporotrichosis: Report 
Florida M. A. 28:61-65 (Aug.) 1941. 

-. (a) Loewe, G. M.: Sporotrichosis of Cervical 

M. A. 107:1040-1041 (Sept. 26) 1936. (b) 


‘ogel, D. H., and Martin, D. W.: Sporotrichosis: 


ase, J. Pediat. 17:193-196 (Aug.) 1940. 
Aatzenstein, L.: Fever Due to Iodides, Am. J. 
\ r. & Ven. Dis. 22:346-348 (May) 1938. 
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SULFONAMIDE COMPOUNDS 


[UM SCHENCKI 


rRICHOSIS IN NORTH CAROLINA 


LAMAR CALLAWAY, M.D. 


favorably to treatment.* Even for patients whose 
response to 10dide medication is good, the recov- 
ery period is prolonged and numerous working 
days are lost. As pointed out by Foerster '* and 
as observed in the patients reported on in this 
paper, the convalescent period may average one 
to three months or longer. It thus seemed desir- 
able to test in vitro the effectiveness of some of 
the sulfonamide compounds on Sporotrichum 
schencki. The technical approach to the problem 
was facilitated by our experience * in a similar 
problem of testing the in vitro effectiveness of 
some of the sulfonamide compounds on Blasto- 


myces dermatitidis. 


MATERIALS AND METHODS 


Two hundred cubic centimeters of Sabouraud’s dex- 
trose agar was divided equally into two flasks. To one 
flask 50 mg. of sulfanilamide was added, making a 
concentration of 50 mg. per hundred cubic centimeters. 
The two flasks were placed in a boiling water bath for 
thirty minutes, being constantly rotated to insure ade- 
quate distribution of the drug throughout the medium. 
Twenty cubic centimeter portions were poured into 
sterile Petri dishes. This resulted in five Petri dishes 
containing Sabouraud’s medium, which served as con- 
trols, and five Petri dishes containing Sabouraud’s 
medium plus sulfanilamide in a concentration of 50 mg. 
per hundred cubic centimeters. 

The plates were incubated at 37 C. for twenty-four 
hours to test for sterility. Each plate was streaked 
with a loopful of a heavy saline suspension of a pure 
culture of S. schencki. All plates were incubated at 
37 C. for at least twenty-one days. In an identical 
manner sulfanilamide was tested in concentrations of 
75, 125, 150, 175, 200, 250, 300, 400, 500, 600, 700 and 
1,000 mg. per hundred cubic centimeters. Eight other 
sulfonamide compounds were tested with the same pro- 

4. King, H.: Sporotrichosis with Report of Unusual 
Case, South. M. J. 20:541-546 (July) 1927. Ray, L. F., 
and Rockwood, E. M.: Sporotrichosis: Report of Case 
in Which It Was Resistant to Treatment, Arch. Dermat. 
& Syph. 46:211-217 (Aug.) 1942. Fogel and Martin.*> 

5. Noojin, R. O., and Callaway, J. L.: Action of 
Sulfonamide Compounds on Blastomyces Dermatitidis 
in Vitro, Arch. Dermat. & Syph. 47:620-626 (May) 
1943. 
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than sulianilamide in similar con 
Sulfadiazine showed a moderate but 
hibiting effect on the growth of S. s 
concentrations of 200, 250 and 300 
hundred cubic centimeters of mediu 
effect entirely disappeared when eit! 
or smaller concentrations were employed 


cedure: sulfapyridine, sodium sulfapyridine, sulfathi- 


azole, sodium sulfathiazole, sulfadiazine, sulfaguanidine, 
sulfapyrazine and sodium sulfapyrazine. 
RESULTS AND COMMENT 


In the table the nine compounds tested are 
listed in the order of their effectiveness, the more 
effective being listed first. Sulfanilamide was 
found to be more effective than the other drugs 
used, and with a concentration of 1,000 mg. per 
hundred cubic centimeters of medium the growth 
of S. schencki was almost entirely inhibited (see 
the figure). Sodium sulfapyridine was also 
effective when relatively high concentrations 
were used but was always slightly less fungistatic 


sulfapvrazine exhibited a slight inhibit 
with a concentration of 250 mg. pet 
cubic centimeters of medium, whereas 
mide and sodium sulfapyridine were 
tive in the same concentration. Ho 
inhibiting effect of sodium sulfapyra 
not be increased by increasing the co1 


SULFATHIAZOLE 


50 


| SULFANILAMIDE 


schenki streaked on Sabouraud’s dextrose agar and incubat 
incubated 


of the 


The control represents Sporotrichum 
Plates containing sulfathiazole and sulfanilamide were inoculated, 


for twenty-one days. 
number ot milligrams 


precisely as the control. The figures with each plate represent the 


compound added to 100 cc. of medium. All photographs were taken at the end of twenty-one days 


f Varying Concentrations of Sulfonamide Com- 


two and even four times above 25 
pounds in Sabouraud’s Medium on the Growth 


hundred centimeters. Sulti 
sulfathiazole and suliapyrazine did 

the growth of the organisms in any ot 1 
centrations tested (the figure). 


cubic 
of Sporotrichum Schencki * 


Concentration 


250 Mg. 500 Me. Meg. 


50 Me 

ver 100 er 100 100 er 100 : 

It is recognized that sulfapyridine, suliapy: 
Sulfanilamide + 4 zine and sulfathiazole were not as e 
Sodium sulfapyridine +... these experiments as were their sodium 
Sodium sulfapyrazine....... ++ ++ similar concentrations. This may have been 
Sodium sulfathiazole.. to a more alkaline py produced in the m 
Sulf rridine........ : +] 
sichaendannia when the sodium salt was added or to t 
Sulfapyridine.« + wae 

ce solubility of the sodium salts. 

ae tively limited solubilities of some ot the sulion 
Sulfaguanidine....... + +4 mide compounds and the high concentratio! 
Sulfapyrazine............ +++ used in these experiments, the compoun le Gn 


instance were equally distributed 
the medium. Thus the inhibiting etrec 


* Explanation of symbols: 
++ indicates slightly diminished growth; 
diminished or no growth. 


indicates greatly 


Despite the rela- 


+ To be noted is the decided fungistatic effect of sulfanil- 
amide and sodium sulfapyridine on S. schencki when a sufficient 
concentration of the drug is tested. 


compound might have been expected t 
effective, in direct proportion to its co 


ncentra 
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't occur in all instances. That sulfa- 

uld be partially effective at one con- 

and ineffective at higher concentra- 
not readily explicable. The py ot 
i's dextrose agar plus the various con- 
s of sulfadiazine used did not change 
ly; hence a varying py was not felt to 
sible for the unexpected results. 


pointed out that sulfathiazole has 

il therapeutic effectiveness on ‘certain 

infections of the skin when prepared 

in water emulsion vehicle rather than 

icles of other types. It has been 

rated that sulfanilamide and sodium 

ine greatly or completely inhibit the 

S. schencki on a medium containing 1 

of either of the two drugs. It seems 

le, therefore, to believe that the topical 

either sulfanilamide or sodium sulfapyri- 

the granulomatous lesions of cutaneous 

s might prove beneficial. The 

i choice, we believe, would be to apply 

locally in an oil in water type of emul- 

with the concentration of the drug 1 

t, 5 per cent or even 25 per cent. It would 

lvantageous to add a wetting agent to in- 

he penetration of the drug. We‘ effec- 

used a preparation containing 25 per cent 

sulfapyridine in an oil in water emulsion 

ily on a patient with cutaneous blasto- 

alter other therapeutic measures had 

his patient not only had used up his 

‘for roentgen radiation therapy but had 

respond to iodide therapy and desensi- 
to blastomyces vaccine. 


REPORT OF CASES 
1.—History—E. D., Elizabeth City, N. C., a 
housewife aged 36, complained of a sore on her 
ve weeks’ duration. The lesion began with a 
ider “pimple” just under the right cheek bone. 
repeatedly squeezed the lesion and obtained 
lent sanguineous material but could never 
re.’ She continued to pick at the area, and 
increased in size, growing with a slightly 
which usually became crusted. Two weeks 
entry to the hospital she noted a slightly 
“kernel” under her chin. Several days later 
r kernels appeared over the affected side of 
1 neck, and these increased gradually in size 
None had softened or ulcerated. 


‘ion.—Over the right malar prominence there 
elevated serous crusted, slightly fluctuant 
w this lesion on the face and neck were 

mall hard discrete slightly tender nodules. 
some induration present between the nodules. 


bury, D. M.: Wammock, V. S.: Livingood, 
Nichols, A. C.: Local Treatment of Pyogenic 
Infections with Sulfathiazole in Emulsion 
J. M. Se. 202:808-822 (Dec.) 1941. 
ay, J. L., and Noojin, R. O.: Effective 
ot Sodium Sulfapyridine in Case of Cu- 
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tomycosis, to be published. 
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The physical examination otherwise revealed normal 
conditions. 

Laboratory Examunation.—Total and differential white 
blood cell counts were normal. The Wassermann re- 
action of the peripheral blood serum was negative 
Biopsy of the lesion on the face showed multip 


iike foci, all of which were surrounded by a chron 


1 
le abDscess- 


inflammatory reaction in which there were occasional 
giant cells. Organisms were not seen in the microscopic 
sections. Culture of the purulent material trom. the 
granulomatous lesion revealed S. schencki 
Treatment.—Use of solution of potassium iodide was 
started, the patient receiving 5 minims (0.31 cc.) thre 


times daily orally, which was increased 1 

cc.) per dose per day until 30 minims (1.8: 
times daily was being administered. Within one week 
aiter use of iodides was started the fungating lesion as 
The 


1 
cc three 


well as the subcutaneous nodes began resolving 
patient was requested to return a month after discharge 
but she failed to come back. 

Case 2.—History—B. W., a 13 year old white high 
school student of Greensboro, N. C., stated that after a 
walk in the woods she noted itching of a few small 
macular lesions around her ankles. These became vesic- 
ular the following day but did not spread to involve 
more than the lower part of each leg. They gradually 
became worse, and two months later definite ulceration 
developed. Treatment during this period consisted 
local applications and ultraviolet irradiation, without 
improvement. 


Or 


Examination.—On the lower third of the left leg were 
four large ulcers with piled-up granulating bases and 
rather thickened undermined edges. The ulcers were 
covered with a purulent greenish exudate. A similar 
lesion was present on the right ankle. There was no 
regional or general involvement of lymph nodes. The 
physical examination otherwise showed nothing abnormal. 

Laboratory Examination.—Routine total and differen- 
tial white blood cell counts were not remarkable. The 
Wassermann reaction was negative. Culture of material 
from the ulcers revealed S. schencki 


Treatment.— Local applications of gentian violet 
(methylrosaniline), dichloramine-T and other antiseptic 
and cleansing agents were used to combat secondary 
infection. The patient was given solution of potassium 
iodide orally, with the dosage gradually increased until 
she was receiving 30 minims three times daily. After 
three weeks of iodide therapy, two ulcers on the right 
leg had improved considerably and all lesions were at 
least slightly improved 

A month and a half after her discharge all lesions 
were greatly improved but not all had entirely healed. 

Case 3.—J. W., a 4 year old white farmer of Apex, 
N. C., had noted an infected area on his left hand for 
two months. He opened it and from it removed a 
splinter of wood. Various ointments were used 


small 
locally, without improvement. Several days prior to 
his admission a red streak with nodules began to progress 
up his arm. 

Examination.—On the dorsal surface of the left hand, 
over the third metacarpal bone, there was an erythema- 
tous indurated area about 4 cm, in diameter, in the 
center of which was a necrotic area about 1 cm. in 
diameter. Extending up the arm along the radial sur- 
face to the axilla was an erythematous indurated streak 
about 1 cm. wide, and along this were numerous tender 
erythematous hard nodules at intervals of 3 to 4 cm. 
There were several small nontender nodules in the left 
axilla. None of the nodules had ulcerated. The exami- 
nation otherwise revealed nothing significant. 
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Laboratory Examuination.—Results of a routine white A paintul streak began to develop up th 
blood cell count and the differential formula were nor- the axilla. One week prior to her adn 
mal. The Wassermann and Kahn reactions of the nodular lesions developed along the streak. 
peripheral blood serum were negative. Culture of mate- Examination.—On the dorsal surface of 
rial taken from the lesion on the hand yielded 5. schencki. _ the left thumb there was a large erythemat 
Histologic examination of the lesion on the hand re- area with slightly elevated edges. The base 
vealed no evidence of causative organisms. approximately 2 cm. in diameter, was c 

Treatment.—The patient was given 5 cc. of solution serous crust. Extending up the arm from t 
of potassium iodide three times daily by mouth, the the axilla was a broad, indurated, tender 
dosage being gradually increased. Roentgen radiation streak about 3 cm. in width. Along this 
therapy was also used locally. The patient’s response were several similar but smaller ulcers. 
to therapy was good. His lesions were entirely healed examination otherwise revealed nothing ren 
when he was seen three and a half months after dis- Laboratory Examination.—The Kahn and |] = 
charge. logic reactions were negative. The white bl 

Case 4.—History.—R. B., a 38 year old white farmer of | was 13,250; the differential formula was nor: 
Louisburg, N. C., noted three months prior to his entry to logic examination of one of the lesions reveal: 


the hospital a boil-like lesion on the dorsum of the left fungi. A culture made from purulent materi 
hand over the fourth and fifth metacarpal bones; it from one of the lesions yielded S. schencki 


remained fluctuant for about three weeks before drain- Treatment.—Thirty minims (1.85 cc.) of 
ing. After draining for several days, the lesion began potassium iodide was administered orally 
to granulate. About the same time there developed a daily on her admission, and the amount was 


series of small erythematous nodules along the lateral 5 minims (0.31 cc.) per dose per day. Fever 
edge of the dorsum of the left arm and also a single on the patient’s third day in the hospital, and this 
nodule just centrad to the cubital space. Several of the tinued for three davs more, until the iodid 


nodules became fluctuant but never ruptured sponta- was discontinued. On the twelfth hospital 
neously. The patient’s local physician incised several jodides was again started, this time 5 minimis t! 

of the nodules, after which the incised areas became daily with an increase of 1 minim per dos: per 
erythematous and indurated. Local therapy consisted of application of 0.9 per 


Examination.—On the dorsum of the left hand near = solution of sodium chloride compresses and 1 per 
the lateral edge just distal to the wrist there was an aqueous solution of gentian violet (methylrosani! 
erythematous indurated granulomatous lesion about 3 The patient was discharged on her thirty-second |! 
cm. in diameter. Extending over the anterior surface day, with all lesions practically healed. Sh 
of the forearm to just above the cubital space were 1odide therapy at home, and a month later all lesions 


numerous similar but smaller lesions which had suppu- _ entirely healed. 
rated spontaneously. SUMMARY 

Laboratory Examuination—The white blood cell count Seven instances of sporotrichosis have bee 
was 7,200, and 5 per cent of the cells were eosinophilic studied in the clinics of Duke Hospital during th 


polymorphonuclear leukocytes. The Kahn and Kline past ten years; 5 of these originated in Nort 
serologic reactions were negative. A culture of material : 
from the draining lesions yielded S. schencki. Histologic 
examination of the lesion on the dorsum of the left hand 
revealed no fungi. sulfonamide compounds against 
Treatment.—Solution of potassium iodide (10 minims — sulfanilamide and sodium sulfapyridite were 
[0.61 cc.] three times daily) was administered orally, most effective drugs according to the met! 
and the dose was increased gradually until the patient used. The crowth of the oreanmsm. was als 
‘ sed. » ) ) > orgs Ss as a 
was receiving 110 minims (6.8 cc.) three times daily. eee : Ser, 
Compresses of saturated solution of boric acid and later completely inhibited on Sabouraud’s medium \ 
compresses of strong solution of iodine U. S. P. diluted taining a 1 per cent concentration of either sult 
1:20 were used locally. Improvement aiter sixteen anilamide or sodium sulfapyridine. 
days in the hospital was moderate. The patient was 
The topical application of a 5 per 
discharged from the hospital, and at home he was given 
110 minims of solution of potassium iodide three times Stronger preparation ol sulfanilamide or so 
daily. Two and one-half months later all lesions were sulfapyridine in an oil in water emulsion 
healed. base to the granulomatous lesions of cut 
= D., an 11 year old white sporotrichosis seems indicated from our in vitr 
school girl of Louisburg, N. C., scratched her lef I : 
C., scratched her left thumb experiments. 
while picking cotton two months before being admitted 
to the hospital. The thumb immediately became Dr. Norman F. Conant and Miss Mary |! 
erythematous and swollen, and four weeks later it several helpful suggestions. 
spontaneously drained. An ulcer formed at the site. Duke Hospital. 
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MEDICAL CORPS, ARMY 


| s is a term meaning an invasion by fly 
r egots of the organs or tissues of animals, in 
an. Such invasions may be benign or 
iit in more or less violent disturbances, 
leath. According to the site of invasion 
ive intestinal, gastric, urinary, nasal or 
myiasis (Otomyiasis). Invasion of the 
is called ophthalmomyiasis; when wounds 
ire invaded the disease is termed trau 
dermal myiasis ; invasion of the skin is also 

cutaneous myiasis. 
cee ere are various species of Diptera, belong 
r da to the families Oestridae, Gasterophyllidae 
er cent | Cuterebridae, which are specifically myiasis 
i. e., are obligatory sarcobionts, such 
Dermatobia 


e bot flies and warble flies, 
is (Linnaeus), Gasterophilus intestinalis 


Geer) and Hypoderma bovis (DeGeer). 
re serious myiasis-producing flies are the 

is ‘esh flies belonging to the family Metoptidae 

ng the ncluding Calliphoridae, Sarcophagida and 
Nor ers) and the Muscidae. Flies belonging to 
these families as well as a few others produce 

of the idental myiasis, 1. e., they are necrobionts or 
enck! probionts, developing primarily in decaying 
re the nimal matter or vegetable matter as well as in 
etl rement. Those species which are strongly 


racted to blood or suppurative material, such 
the screwworms, Cochliomyia americana 
ushing and Patton), may lay their eggs in 
unds and cause dangerous traumatic myiasis. 
species which are more typically scavenger 
habit (coprobionts and necrobionts), such as 
phora vomitoria (Linnaeus), Lucilia seri- 
neous B cata (Meigen) and Sarcophaga haemorrhoidalis 
‘allen ) may lay their eggs or deposit larvae on 
‘ood of man, which when ingested may cause 
ntestinal or gastric myiasis. 
satisfactory classification of the flies which 
myiasis has been made by Patton.’ It 
based primarily on the ovipositing habits of 
les. It is in no sense a systematic 


1 | g, E. C., and Patton, W. S.: Studies on 
‘tera of Medical and Veterinary Importance: 
Americana Sp. Nov.,. Screw-Worm Fly of 

Ann. Trop. Med. 27:539-551 (Dec.) 1933. 
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MYTASIS-PRODUCING 


DIPTERA 


SPECIFIK 
(OBLIGATORY SARCOBIONTS ) 

The specific myiasis-producing flies oviposit 
(or larviposit) in or near living tissues. They 
are further subdivided into the following sub 
groups. 

Subgroup The flies in this group are not 
attracted directly to the animals which are to 
serve as host for their larvae but may larviposit 
in the places frequented by these hosts. The 
larvae, therefore, have to penetrate the unbroken 
skin. 
fly of Africa, is an example of this kind of fly. 
It is probably attracted to places frequented by 
rats by the feces of the latter and larviposits on 
the moist soil. 
rats, or often dogs or man. The presence of the 
larva in the skin of man leads to irritation and 


Cardylobia anthropophaga, the thumbu 


The first stage larvae then attack 


pain, and the lesion may resemble a small boil. A 
remarkable immunity to this parasite is estab- 
lished in experimentally infested rats, as shown 
by Blacklock and Gordon (1927). 

Instead of depositing larvae in the environ- 
ment of the animal to be parasitized, Dermatobia 
hominis lays its eggs on the body of some arthro- 
pod which visits animals or man. In tropical 
America, larvae of Dermatobia hominis (Lin- 
naeus) are not infrequently found in the skin of 
human beings, although they are much more 
abundant in cattle. The occurrence of these 
larvae in their normal location in an unusual host 
is bound up with the extremely interesting mode 
of oviposition of this species. Instead of laying 
her eggs on the body of the host of the larvae, 
the female Dermatobia catches mosquitoes and 
other flies which visit cattle and lays her eggs in 
two packets on the sides of the abdomens of her 
captives. In Central America and _ northern 
South America, Dermatobia eggs are found al- 
most exclusively on the mosquitoes Psorophora 
lutzii and Psorophora ferox, but in Brazil they 
have been found both on these mosquitoes and 
on the biting flies Stomoxys and Haematobia and 
even on nonbiting flies such as Musca domestica. 


2. Blacklock, D. B., and Gordon, R. M.: Experi- 
mental Production of Immunity Against Metazoan Para- 
sites, and Investigation of Its Nature, Lancet 1:923 


(April 30) 1927. 
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When the larvae are ready to hatch from the egg, 
the body heat of a warm-blooded animal seems 
to stimulate them to leave the egg shell and crawl 
onto the skin while the vector is feeding. They 
then burrow into the skin and form a swelling 
similar to that produced by Hypoderma larvae. 
When full grown they emerge and drop to the 
ground to pupate. 

Certain blood-sucking larvae belonging to the 
family Calliphoridae may also be included in this 
group, although, strictly speaking, they do not 
produce myiasis. The larvae of Auchmeromyia 
luteola, called the “Congo floor maggots,” are 
commonly found on the floor of native huts in 
Africa, where they attack the natives at night and 
suck blood. 

Subgroup 2.—The female flies of this group 
are attracted to animals by the odor of blood or 
of necrotic tissue. The eggs or larvae are de- 
posited in or near the wound or diseased tissue, 
and the larvae do not enter unbroken skin. Con- 
sequently they cause cutaneous, cavity and 
wound myiasis but are not involved in intestinal 
myiasis. Infestation usually consists of the 
presence of many larvae, whereas the infestations 
with maggots of subgroup 1 are usually from 
single larvae. The species of the genus Wohl- 
fahrtia (family Sarcophagidae) are examples of 
these flies. Wohlfahrtia magnifica has been found 
breeding in wounds of animals and the nose, 
ears and skin of man in Europe and Africa. In 
America, Wohlfahrtia vigil and Wohlfahrtia 
meigeni have been bred from larvae in the skin 
of infants and in rabbits. There is usually con- 
siderable destruction of tissues by these larvae 
unless they are promptly removed. 

The larvae of Chrysomyia bezziana (old world 
screwworm ) are important in the production of 
myiasis in animals in Africa and the Philippine 
Islands, and in India they frequently attack man, 
producing myiasis of wounds and sores in almost 
every part of the body. 

Subgroup 3.—Most of the bot and warble flies 
of animals fall into this group (family Oestridae). 
The female flies lay their eggs or larvae on hair 
or other parts of the body of an animal, and the 
larvae then either attack the tissues directly or 
undergo a migration before reaching the tissue 
to be attacked. These larvae can live only on 
tissues of living animals. 

The family Oestridae is a rather heterogeneous 
assemblage of genera, almost certainly of multiple 
origin, but until more is known about the rela- 
tionships of the different forms it does not seem 
worth while to subdivide it. All the genera agree 
in having larvae which can live only as parasites 
of mammals and in having che mouth parts of 


the adult flies more or less reduced and rudi- - 


mentary. The larvae are found for the ; 
in three locations in their hosts, the sto: 
nasal passages and the skin. They ar 
found in wild or domestic animals 
occasionally and accidentally in man. 

Genera Whose Larvae Occur in the Sk; 
The group includes the ‘‘warbles” of catt 
poderma) and the reindeer (Oedamage: 
“gusano del monte” of tropical America ( Der. 
matobia), which occurs normally in cattl 
infrequently in man, and several genera 
ally Cuterebra and Bogeria) whose larva 
occur in rodents and other small mamn 
eggs of Hypoderma are laid on the ski: 
tle, attached to the hairs. It is thought t 
the larvae hatch they burrow into the 
migrate through the body for some ti: 
appearing on the back, where they prox 
cutaneous swellings. When full gr 
emerge through a small opening which t! 
made in the skin and drop to the gr 
pupate. 

Except in the case of Dermatobia, cases 
human myiasis due to Oestrid larvae are 
paratively rare. Cases in which young 
of Hypoderma and Gasterophilus have been fow 
migrating under the skin of human beings, pr 
ducing one form of “creeping eruption,” 
been reported. In some parts of Europe female: 
of Thinoestrus purpureus (Brauer) occasional! 
deposit their larvae in the nose or eyes oi | 
beings. Oestrus ovis (Linnaeus) is said t 
the same habit in some parts of the world 
presence of these larvae in the eves pr 
severe conjunctivitis and may cause the loss 
sight if the larvae are not promptly removed. 


IDENTIFICATION OF FLY LARVAI 


The identification of first and second stag 
larvae of the muscoid flies is a matter of 
siderable difficulty in most cases. [his 1 
part because the young larvae do not have suc! 
easily recognizable characteristics as the matur 
larvae and in part because the young larvae ly 
not been sufficiently studied. In the third stag 
or mature, larvae, the most important structures 
can usually be made out fairly well if living © 
preserved larvae are examined with the | 
microscope, although the details can be seen mu 
better if a small portion of the integument, 1 
cluding the spiracles, is cut off, treated w! 
potassium hydroxide and mounted in balsam 1 
examination with the compound microscope. 
some larvae so much chitin is deposited in th 
posterior spiracles just before pupation that the 
must be bleached before the structure t 
made out clearly. 
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a e posterior spiracles usually consists 
the > shree parts. Surrounding the whole spiracle 
fren a complete or almost complete 
ring. Within this are the slits, the 
es by which air enters the body of 
ypically there are three straight or 
its, each divided into a number of 
, the pertures by a series of chitinous bars. 
Der- nal er of oestrid larvae, a large number of 
d, oval or sinuous apertures instead of 
three large slits, are found scattered 
ntire surface of the spiracle. Usually 
ilso be seen a small round chitimized 
perforated, which is called the button. 
of the Muscidae, the button usually 
the ring and is attached to it. In the 
idae, some genera (Calliphora, for 
have the button forming part of the 
ile others (Cochliomyia, Phormia) have 
area slightly chitinized, so that the 
oken at the point. This condition is 
| in larvae of Sarcophaga. 


mars DENTIFICATION OF FLY MAGGOTS 

ots, the larvae of Diptera, are footless, 

less cylindric, tapering anteriorly and 

ated posteriorly; they are distinctly seg- 

nted, with ordinarily eleven or twelve visible 

ments. Fully grown larvae differ greatly in 

gies ngth according to the species, ranging from 
35 mm. 

.t the blunt, or posterior, end are found the 

les, which afford useful diagnostic char- 

ters. These are two stigmal plates more or less 

duces JJ separated from each other, within which are 

Ss stuated one to three spiracles, which are slit- 

ved ¢, sinuous or more or less circular. A promi- 

known as a “button” is best seen in certain 

forms, as in Lucilia sericata (Meigen). 

stage e button may be absent or variously situated 

ling on the species ; hence it has taxonomic 


en the posterior spiracles are used as a 

ature sis for classification, the following characters 

he noted: (1) diameter of the stigmal plate, 

pace occupied by one stigmal plate on a 

drawn through the center of both; (2) 

ngth (when slits are absent, the space occupied 

late on a line drawn dorsoventrally through 

of the plate; when slits are present, 

occupied by a plate along a line drawn 

he lower edge of the button—or space if 

absent—through the longest—middle— 

i he margin of the plate) ; (3) width, along 

_ fg 2 ine drawn at the middle of the plate at right 

~~ @ aigles to the length line; (4) distance between 

t the} piates: (5) general form of plates; (6) shape of 

' spiracles; (7) presence or absence of button; 
®) general structure of plate. 


REPORT OF A CASE OF LARVA MIGRANS DUE TO THE 
LARVA OF THE BOTFLY 


F. R. S., a soldier aged 29, complained of an itching 
eruption of the right forearm, especially on the flexor 
surface, and severe itching on the back, extending from 
the lumbar region to the shoulders. The patient’s de- 
scription was as follows: 

“T first noticed it about one week before entering the 
hospital. It reminded me of insect bites and was 
itchy, and red streaks appeared. It seemed to spread 
around my arm and over my back at night. Hot 
nights seemed to make it spread faster and travel 
farther than on cool nights. The skin healed to a 
slight degree behind the eruption as it moved along.” 

Clinical examination revealed tortuous palpable and 
elevated red linear narrow and threadlike lesions. The 
lesions on the back were multiple and acutely inflamed 
in that portion which extended from the lumbar region 
to the area just below the right and left scapulas. A 
narrow inflammatory zone fading into the normal epi- 
dermis was present over the shoulders at the end of the 
linear tract. The past history revealed nothing sig 
nificant. 

Treatment.—The larvae that could be seen were 
blocked from further travel and removed. Those that 
could not be located were destroved by cauterization of 
the active end of the lesion. Solid carbon dioxide was 
used on three larvae with good results. A mild secon- 
dary staphylococcic infection was treated with 1: 1,000 
aqueous solution of mercury bichloride. 


REPORT OF TWO CASES OF LARVA MIGRANS DUE 
TO LARVAE OF WOHLFAHRTIA VIGIL 


Case 1—M. C., a woman aged 19 years, complained 
of an eruption located on both soles. 

The patient was well until two days before being 
seen, when the eruption appeared. She had been bathing 
in the ocean off the shore of North Carolina. She 
had changed into her bathing suit at her cottage, which 
was located four miles (6.4 kilometers) from the ocean. 
She had gone to the ocean barefooted and had played 
around in the sand adjacent to the water’s edge, and 
the land area as far back from the shore as one mile 
(1.6 kilometers). 

Examination revealed a well developed and well nour- 
ished woman who was not acutely ill. She presented 
twelve scattered pustules on the soles. The lesions 
were slightly elevated and varied in diameter from 0.5 
to 1.5cem. Three small maggots were removed from the 
pustules with a scalpel and a forceps. A small opening, 
bordered with red indurated edges, was left. 


Case 2.—J. F. H., a soldier aged 24, complained of 
red pinpoint spots resembling insect bites on the legs, 
arms and face. 

The patient gave a history of having slept in the 
woods while on maneuvers in three southeastern states. 
Mosquito nets had not been used. He was in good 
health at the time he retired, but when he arose he 
reported to the infirmary. When he was treated, red 
spots were present on the legs, arms and face. They 
looked like insect bites and were swollen. Several 
maggots were removed. 

Treatment.—The red areas were cleansed with soap 
and water and 65 per cent alcohol. The larvae were 
removed with a scalpel and a small forceps. The 
wounds were treated with ethyl chloride and powdered 
sulfanilamide. A complete cure was achieved in three 
days. 
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THE ASBESTOS CORN 
LIEUTENANT COMMANDER HERBERT S. ALDEN (MC), U.S.N.R 
AND 
LIEUTENANT WILLIAM M. HOWELL (MC), U.S.N.R. 


Although it is only within comparatively re- 
asbestos has been considered an 
“asbestosis” of 
entity 
But as 


cent times that 
industrially hazardous material, 
the lungs is now an established disease 
with a characteristic pathologic picture.’ 

a cause of industrial dermatoses, asbestos has not 
been generally recognized as a precipitating fac- 
tor. Derwitz* seems to have been the first to 
recognize that the ‘‘warts” “corns” occurring 
on the hands and feet of persons who worked 
with asbestos were of some medical significance. 
He reported the discovery of an “asbestos nee- 
dle” in the cornified layers of characteristic smal] 
tubercles removed from the hands. He concluded 
that the he described are an industrial 
disability. Prosser White,’ apparently quoting 
Derwitz, mentioned that “asbestos fibres set up 
corns and warts when they enter the skin.” In 
an exhaustive study of the asbestos industry and 
its hazards to health, Dreessen and co-workers 
mentioned the occurrence of 
18 per cent of workers engaged in the manufac- 


or 


“corns” 


“asbestos corns” in 


ture of asbestos cloth. 

All of these instances were reported 
nection with the manufacture of asbestos cloth 
in normal, or average, times. But in recent 
months the increased tempo of shipbuilding, es- 
pecially the building of warships, has resulted 
in a greater demand for asbestos for use as a 
covering for pipes and as a fireproofing material, 
and many more workers have been engaged in 
its application. Because of its peculiar charac- 
teristics, a natural form of asbestos, known com- 


con- 


From the Laboratory of Industrial Medicine, United 
States Navy Yard, Charleston, S. C., F. F. Lane, Cap- 
tain (MC), U.S.N., Yard Medical Officer. 

The opinions or assertions contained herein are the 
private ones of the writers and are not to be construed 
as official or reflecting the views of the Navy Depart- 
ment or the Naval Service at large. 

1. (a) Gloyne, S. R.: The Morbid Anatomy and 
Histology of Asbestosis, Tubercle 14:445, 1933. ()) 
Dreessen, W. C., and others: A Study of Asbestosis 
in the Asbestosis Textile Industry, Public Health 
Bulletin 241, United States Treasury Department, 
Public Health Service, 1938. 

2. Derwitz, A. P.: Asbestwarzeén, 
u. Syph. 161:1, 1930. 

3. White, R. P.: The Dermatergoses, ed. 4, London, 
H. K. Lewis & Co., Ltd., 1934, p. 87. 
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mercially as “amosite,” has been used ex 
for these purposes. 

Amosite is a yellow or brown asbestos | 
ing to the group of minerals known : 
blende.” It is mined only in certain parts 
Airica and seems to differ from ordinary ashes: 
in my" the fibers are longer and heavie: 
from 2 to 8 inches (5 to 20 cm.) in lengt! 
fibers are coarse and rather resilient wh 
pared with the softer, silkier textur: 
chrysotile fibers mined in the United States 
It is the amosite form of 


asbestos that 


Canada. 


Fig. 1—One lesion on the tip of the index finger 
and two on the tip of the ring finger. 


appears to be the cause of many complaint 
among the workers at the United States Navy 
Yard, Charleston, S. C. Among the employees 
working with asbestos materials (especially the 
there have occurred many 11- 
stances of what they refer to as “amosit 

At the present time there 167 
workers employed in the use of amosite 
bestos as a material for covering pipes. |! 
of these employees small painful “warts” 
developed on the fingers and palms, w! 


pipe coverers ) 


are 


treated as warts, by extraction of the centra 
core, have been observed to disappe Indi 
vidual investigation of these employees reveaie¢ 


that 99 of a total of 167 presented one 
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ALDEN-HOWELL—ASBESTOS CORN 
se csions. Since nearly 60 per cent of the PATHOLOGIC APPEARANCE OF THE 
had such eruptions, an inquiry into AMOSITE CORN ; 
and prevention was obviously ind- Specimens for biopsy were taken from the , | 
hands of 4+ employees. An attempt was made i 
SCRIPTION AND DEVELOPMENT to obtain tissue in the various stages of the de- | 
OF THE ERUPTION velopment of the corn. The tissue had a similar ‘ 
\Without exception, the workers with amosite appearance in all specimens, showing no patho- i 
stos in whom lesions develop complain of an logic changes except extreme thickening of the : 
4 g ricking sensation and an ability to feel surface epithelium with hyperkeratosis. The 3 
ais splinter-like foreign body. Rough at- dermis, while fibrous, was essentially normal in é 
: --mpts to extract this splinter-like body are usually appearance and presented no evidence of inflam- ke 
DS ocucessiul, but with rubbing or with neglect the mation. Despite diligent search, foreign bodies a 
n tends to disappear. In about ten days could not be found in any of the sections (fig. 2). 
The 
| 
| 
9 Fig. 2.—Histologic structure of a lesion (low power). 
hard cornlike tumor appears, which TIME OF DEVELOPMENT IN RELATION 
laints #Sowly grows, often attaining the size of a small TO EMPLOYMENT 
Nav} at pea (fig. 1). Frequently a pinpoint black Of the 68 workers who have not had eruptions, 
| ees nt r, which defies extraction, can be observed 34. or half. have been working with amosite as- 
Np At this period the small cor-— jestos Jess than six months. Some have been 
is tender to though 4 working with the substance for as long as seven 
present, and interteres: with com- years without any apparent trouble. The ma- 
a small hard corn resulting, and the 
the first three or four months. A few of the 
* not become normal in appearance and “ae 
have éling until the hard center plug is removed by older workers have developed the habit of re- 
whet ‘trumentation. These corns usually appear on OVINE the “spicule” with a forceps alter the 
entra ‘tips of the fingers and knutkles, most often day’s work or have been careful in handling the 
Indi urring in the thick-skinned areas of the hands asbestos and exceptionally careful in washing 
vealed ig. | Search for a foreign body with roent- thoroughly. Many workers who have not ac- 
Tas reveals no abnormal shadows in the quired corns have been at a loss to explain their 
apparent immunity. 


ae 
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OF THE LUNGS 
Since 1939 it has been the policy of the Yard 
Dispensary to perform routine physical examina- 
tions and make roentgenograms of the chest for 
all workers emploved in handling asbestos. In 
the group of employees handling amosite, there 
have been only 6 who have been suspected of 
having asbestosis. Monthly “scout roentgeno- 
grams” eliminated 4+ of these as having 
healed pulmonary tuberculosis. The remaining 


have 


2 employees had evidence of asbestosis or silicosis 
on applying for work, and their roentgenographic 
changes have not increased in extent 1n the last 
two years. 

METHODS OF PREVENTION OF 


AMOSITE CORNS 


To date we have not arrived at any satisfac- 
tory method of prevention of the amosite corn. 
The use of gloves or finger cots interferes with 


or makes impossible the proper molding and han- 


| 
| 
if | 
| 
Fig. 3—Amosite asbestos fibers (low power). 


dling of the amosite. Ordinary washing with 
soap and water is not an adequate preventive, 
and protective creams cause fibers to stick to the 
hands and are a hindrance to good work. Care- 
ful removal of the spicules with a forceps seems 
to prevent development of corns in some in- 
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stances, but this cannot be universally ; moat 
of the workers. 


Repeated instruction as to how the ns 
velop may aid in causing the individua -o 


to care for himself by immediate ren 


fibers in macer 


Fig. 4—Amosite asbestos 


(low power ). 


spicules, but, since the corn is relatively innocu 
ous and apparently leaves no serious seque! 
there often is little individual interest and efi 


in prevention. Cure can be obtained by simp! 
paring of the cornified areas until all excess 


keratin is removed. 


SUMMARY 


‘amosite” can pr 
the asbestos « 


Asbestos in the form of 
duce an industrial dermatosis 
We were unable to find any evidence of fore 
body or foreign body reaction in the asbestos 
corn.* Observation and history of symptoms 
ply, however, that a foreign body is at som 
present in the lesions. There is no rel 
asbestosis of the lungs. No satisfactory 
of prevention can be offered. 

4. Since submitting this article we have bee: 
demonstrate the fibers of amosite asbestos in tw 

corns. A portion of the excised corn was macerat 

a 20 per cent solution of sodium hydroxide for twen' 
minutes. The fibers could be seen micros 
subdued light as small bundles of spicules, as 
the accompanying photomicrographs (figs. 3 
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tker MYCOSIS 


WITH 


BULLOUS LESIONS 


SPECIAL TESTS AND LABORATORY DATA INDICATING 
ADRENAL INSUFFICIENCY 


JOHN’ GARB, MD. 


NEW 


a In a previous publication,’ a case of mycosis 
- which the conventional infiltrative 
ive lesions were accompanied by bul- 
ts was reported. The paper dealt 
the clinical, pathologic and thera- 

ts of the case. The present contri- 
levoted to the interpretation of special 
ns and laboratory investigations which 
rmed mainly for the purpose of dem- 
the existence of pathologic alterations 
glands and the relationship of the 


to the clinical phenomena. 


REPORT OF A CASE 


1 05, had a bullous eruption arising from 
mycosis fungoides. These bullae ruptured 
sly and left raw, denuded, hemorrhagic areas. 
vere resistant to various types of routine 
ial dermatologic therapy, but they responded 

jrogenic medication. A noteworthy coinci- 
the disappearance, or “shedding,” of almost 
ncidental seborrheic verrucae studding the 

vhich was attributed to the dilating effect 
ne propionate on the blood vessels. Chemical 
n of the blood on Feb. 20, 1941 gave normal 
pt for 23.5 mg. of urea nitrogen (normal 10 

2 mg. of uric acid (normal 2 to 4 mg.) 
410 mg. of chlorides as sodium chloride (normal 
mg.) per hundred cubic centimeters of blood. 
ratory data are given in the form of tables 
study and interpretation (tables 1, 2 and 3). 


su . dextrose tolerance test performed on Sept. 3, 1942 
mg. of blood sugar after fasting and 80 mg. one 
r and 70 mg. two hours after ingestion of 106 
xtrose by mouth. There was no sugar in the 

imen of urine or in the two hour specimen. 
| did not contain bromides, and the urine con- 
r bromides nor iodides. Prothrombin clot- 
determination of vitamin K by the Russell 
r venom method gave the normal result of twenty- 
I -tenths seconds. Hanger’s cephalin-choles- 
ition test for disturbance of the parenchyma 
elicited a 2 plus reaction. The icteric index 

The blood revealed an increase in vis- 
units (normal 4.4 to 5.5 units). 


From the Skin and Cancer Unit of the New York 
luate Medical School and Hospital, Columbia 
New York, clinic of Dr. Fred Wise. 
Garb, J., and Wise, F.: Mycosis Fungoides with 
Lesions: Report of a Case Resistant to Roent- 
Arsenical Therapy; Effects of Empiric 
) Partly Based on Laboratory Investigations, 
“rch. Dermat. & Syph. 48:359 (Oct.) 1943. 


YORK 


K wer and Kepler Tests (Feb. 10, 1943).— 
These tests? were pe rformed at the New York Post- 
Graduate Medical School and Hospital instead of the 
standard Cutler, Power and Wilder tests, in order to 
avoid possible crises, which may occur with the latter 
tests in patients with disease of the adrenal cortex as 

result of disturbance in the electrolyte metabolism. 


binson, 


Taste |].—Chemica servations on the Blood Since 
ug. 5, 1942 (Partition of Lipids According 


to the Method of Bloor) 


Specimen Constituents (Normal Range Amount 
Date Examined in Parentheses) per 100 Ce, 
§/ 5/42 Whole Urea nitrogen (10-15 mg.)........ 195 mg 
blood Nonprotein nitrogen (25-35 mg. 40 meg. 
Ratio (36-45%) is 
True dextrose (60-100 mg.).. 70 mg 
blood Nonprotein nitrogen... 30.5 Ing 
Total (68 Gm.)... 6.9 Gm 
Albumin (4-5 Gm.). 3 Gm 
Globulin (2-3 Gm.) 39 Gm 
Ratio (1.4 1) 0.8 % 
j Serum Proteins 
Albumin : 4.1 Gm. 
Globulin 3.4 Gm, 
Ratio... 1.2% 
11/11/42 Serum Proteins 
Total 0.1 Gm 
0/4 Serum Proteins 
8/ 7/42 Serur Lipid phosphorus (7-14 mg.)..... 5.8 meg. 
(lipid partition otherwise normal) 
42 Serum Lipid 5.7 meg. 
§/ 5/42 Serum Calcium 
Total (9.6-11).... 12 mg. 
10/ 9/42 Serum Calcium 
10.2 mg 
Ionized (4.8-6.3)......... 4.4 me. 
] Serun Calcium 
Ionized....... 4.3 mg. 
4 Ser Calcium 
lonized.. 3.8 mg. 


Robinson and his associates? stated that the results 
of their tests “corresponded with both the clinical 
Giagnosis and the results of the Cutler-Power-Wilder 
procedure.” 

The patient was put to bed in order to eliminate the 
effects of posture and exercise on the urinary excretion. 
On February 12, the day before the tests, he was allowed 
three meals, extra salt being omitted. He was permitted 


2. Robinson, F. J.; Power, M. H., and Kepler, E. J.: 
Two New Procedures to Assist in Recognition and 
Exclusion of Addison’s Disease, Proc. Staff Meet., Mayo 
Clin. 16:577 (Sept. 10) 1941. 
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to drink as much water as he desired until 6 p. m., after 
which no food or water was given. At 10:30 p. m. he 
emptied his bladder, and the urine was discarded. All 
the urine from then until 7:30 a. m. was collected. 
Breakfast was omitted. The urine voided at 8: 30 a. m. 
was likewise discarded. Between 8:30 and 9:15 a. m. 
the patient drank 1,540 cc. of water, calculated accord- 


TaBLE 2.—Determinations of the Concentration of 
Ascorbic Acid in the Blood and Urine 
Specimen Amount 
Date Examined Constituents per 100 Ce 
8/ 6/42 Blood plasma Vitamin C (0.7-1.4 mg.) 0.5 meg 
8/21/42 Blood plasma Vitamin C (after the daily 
intake of 150 mg. of vita 
min C). 0.6 mg 
Blood plasma Vitamin C (after the daily 
intake of Omg of vita 
min mz 
10/ 7/42 Blood plasma Vitamin C (after the daily 
j ake f Omy. of vita 
min ©) Us mg 
1 12. Blood plasma lin C saturation test (urine excre 


tion after injection of 1 Gm. of vita 

min C intravenously 

lly hr 127 mg. per 204 ¢ 
lo hr 114 mg. per 464 « 
5 hr. (over 459 41 ing. per GUS « 


Saturation index (over 500 


Tas_e 3.—Special Chemical Observations on the Urine 


Amount Amounts 
Specimen per per 
Date Examined Constituents Volume 100 Ce. 
9/23/42 Urine Creatinine and creatine 1.344Gm. 0.19Gm 
Creatinine... 3.168 Gm 0.18 Gm 
Creatine... eee 0.176 Gm 0.01 Gm. 
(in 1,769 ec. of urine voided in 24 hours) 
9/21/42 Urine 17-keto steroids (8-25 mg.) 2.8 mg. 
(in 1,769 ee. of urine voided in 24 hours 
10/ 5/42 Urine 17-keto steroids 22.0 mg 


(in 950 ec. of urine voided in 24 hours after 12 
daily injections of testosterone propionate, 
10 mg. each) 


TABLE 4.—Results of Procedure 1 (Based on Volume 
of Urine) 


Specimen Amount, 
Date Examined Time Ce. 
2/12 and 13/43 Urine From 6:30 p. m., 2/12 to 370 
and including 7:30 a. m., 2/13 

2/13/43 Urine 9:30 a. m. 125 
Urine 10:30 a. m. 225 

Urine 11:30 a. m. 233 

Urine 12:30 p. m. 175 


ing to his weight, 77.2 Kg., as 20 cc. per kilogram of 
body weight. The quantities of urine shown in table 4 
were collected and left in separate containers. 

Since the night specimen (370 cc.) was larger than 
the largest day specimen (233 cc.), it was necessary 
to perform the second procedure based on the amount 
of urea and chlorides in the blood plasma and urine. 
Blood was then drawn under oil while the patient was 


still iasting, and the plasma and the night urine 
specimen (370 cc.) were examined for urea and 
chloride. The values are shown in table 5. 
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TaBLeE 5.—Results of Procedure 2 (Based 
of Blood and Urine) 


Specimen 
Date Examined Constituents 
2/13/4 Urine Urea 
Urine Chloride 
Plasma Urea 
Plasma Chloride 


Robinson, Power and Kepler? developed 
ing formula for Addison's disease (here uss 
adrenal insufficiency) : 

Urea in urine (mg./100 ce 


A 
Urea in plasma (mg./100 (¢ 


Chloride in plasma (mg./100 ce 


Chloride in urine (mg./100 ce 


Volume of day urine (ce 


Volume of night urine (ce. 


Substitution of the figures of tables 4 and 
the following equation, the significance 
discussed in the “Comment”: 


765 


1s SHO 


Roentgenograms on Jan. 20, 1943 did 1 


definite evidence of tumefaction in the adrenal glar 


nor were any calcified deposits observed (a 
will be made later, when the machine is avai 

The blood pressure taken on both arms s| 
systolic and 65 diastolic in the recumbent 
systolic and 55 diastolic in the upright positi 
tree or Schellong ? test). 

The result of Sergent’s white adrenal line test 
positive. The patient was put at rest on the 
table for fifteen minutes. A triangular figure 
drawn slowly with the rounded end of a fountai 
on an unaffected area of the abdomen. 
later a pale white band appeared at the area struck 
the pen. 
sheet was so placed as to cast a light shadow 
abdomen. Within a minute the white line became 
distinct and wider than the area outlined by th 
the width of the sides of the triangle measuring 
The line began to fade after two minutes and was 
observed after three minutes. 


COM MENT 


The moderate increase in the blood ot 
nitrogen to 23.5 mg. (normal 10 to 15 mg 
of uric acid to 5.2 mg. (normal 2 to 4+ 
and the diminution of chlorides to 410 mg. 
mal 450 to 500 mg.) do not warrant a diagn 
of renal insufficiency. 
“that the low, mean and maximum 


3. Wolf, W.: Endocrinology in Modern 
2, Philadelphia, W. B. Saunders Company, 

4. Sergent, E.: The White Adrenal 
Production and Diagnostic Significance, End 
1:18-24 (Jan.) 1917; cited by Rosenbloom, 
F.: Practice of Medicine, Hagerstown, M 
Prior Company, Inc., 1921, vol. 2, p. 229. 

5. Best, C. H., and Taylor, N. B.: The P! 
Basis of Medical Practice, ed. 2, Baltimore 
& Wilkins Company, 1935, p. 649. 
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This line became more pronounced wher 
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irea in health are respectively 10, 
ig. per 100 ce. of blood. In renal 

it may be anywhere, according to 
impairment, from 60 to 500 mg. 
Van Slvke and his co-workers ' 

the renal function may be reduced 
ent or even to 25 per cent of the 
re there occurs a rise in the blood 
gen above the normal maximum 
Some derangement of the renal func- 
ver, was already intimated by the 
\ugust 5 in the ratio of urea nitro- 
nprotein nitrogen (normal 35 to 45 
to 48 per cent (table 1), impairment 
portional to the increase in the ratio 
per cent of the maximum normal.’ 
was augmented to 52 per cent on 
7. which indicates a further reduction 
nal function, probably due to the toxic 
sodium arsenate. The diminution of 
phosphates to 2.1 Gm. (normal 2.5 


m.°) vields additional evidence of renal 


wering of the chlorides in the blood 


mg. (normal 450 to 500 mg.) may be due 
legenerative changes in the adrenal cortex, 
controls the salt and water metabolism. 


| phosphorus content of the blood serum 


0.6 mg 


(table 1), which is lower than the 
al limit, 7 mg. per hundred cubic 


rs of serum. The significance of the 


ges of the lipid phosphorus content is as yet 


Best and Taylor *° asserted that “with 


exception of the inorganic fraction little 1s 
concerning the variation in the blood 
rus under pathological conditions.” 

here was a reversal in the albumin-globulin 


table 1) on August 15 to 0.8 per cent 


1.6 to 2.1 per cent). A rise in the 
[fraction occurs in pulmonary tubercu- 
septic infections as well as in other 
There was an increase on October 7 


ibumin fraction to 4.1 Gm. and in the 


fraction to 3.4 Gm., giving the ratio of 


[his would indicate a lessening in the 
and it may have been due to the bene- 


‘ct of testosterone propionate. 


Resultant 


Slyke, D. D., and others: Observation on 
s of Different Types of Bright’s Disease and 
Changes in the Renal Anatomy, 
9:257 (Sept.) 1930; cited by Best and 
ke, R. R., and Parker, F. P.: A Textbook 
Pathology, ed. 2, Baltimore, Williams & 
mpany, 1940, p. 401. 

e, M. R.: Chemical Procedure for Clinical 
s, Philadelphia, Lea & Febiger, 1936, p. 245. 
and Taylor,5 p. 639. 

nd Taylor,5 p. 6. 
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Estimation of the total calcium content on 
October 9 (table 1) showed 10.2 mg., 

The content of ionized, or 
however, was 4.4 mg. on 
October 9 and 4.3 mg. on November 11, or 
10.4 per cent lower than the low normal limit, 
4.8 mg. per hundred cubic centimeters of serum. 
But the possible factor in the eruption of the 
bullae by the lowered ionized calcium content 


which is 
within normal limits. 


utilizable, calcium, 


was eliminated by the continued improved state 
of the patient in spite of the still lower content 
of 3.8 mg. of ionized calcium on January 20 
following three weeks of parathyroid therapy. 

The possibility that the bullae were due to 
bromides or iodides was ruled out by the absence 
of bromides in the blood serum and the absence 
of bromides and iodides in the urine. 

It is of interest to note the 2 plus reaction of 
This points to some damage 
Flocculation is 


the Hanger test. 
in the parenchyma of the liver. 
not normally produced but is obtained with 
serum from patients with hepatitis, catarrhal 
jaundice and cirrhosis of the liver.” 
Creatinuria is said to indicate deficiency of 
androgens. Steinach, Kun and Peczenik ' stated 
that a real androgen deficiency exists if the 
amount of creatine in the urine is 10 per cent 
or more of the combined values of creatine and 
creatinine. Males do not normally excrete crea- 
tine, as it is converted into creatinine before 
excretion. This patient had a creatine and crea 
tinine excretion of 0.19 Gm. and a creatine con- 
centration of 0.01 Gm. per hundred cubic centi- 
meters of (table 1). 
creatine a percentage of only 5.3 of the total 


urine This gives for 
of creatine and creatinine, which speaks against 
a deficiency in androgens. However, a twenty- 
four hour specimen of urine on September 21 
vielded 2.8 mg. of 17-keto steroids, which is 
only 35 per cent of the lowest normal value 
reported for males (normal 8 to 23 mg., accord- 
ing to the figures of the New York Post-Grad- 
vate Medical School and Hospital). This 
mounted to 22 mg. on October 5 after injection 
of a total of 120 mg. of testosterone propionate 
within twelve days (table 3). But in order to 
ascertain the normal values for 17-keto steroids 

11. Hanger, F. M.: Serological Differentiation of 
Obstructive from Hepatogenous Jaundice by Floccula- 
tion of Cephalin-Cholesterol Emulsions, J. Clin. In- 
vestigation 18:261 (May) 1939. 

12. Steinach, E.; Kun, H., and Peczenik, O.: Diag- 
nostischer Test ftir hormonbedingte St6rungen der 
mannlichen Sexualfunktion und seine klinische Anwend- 
ung, Wien. klin. Wchnschr. 49:388 (March 27) 1936; 
cited by Feldman, S.; Pollock, J., and Arbarbanel, A. 
R.: Treatment of Senile Pruritus with Androgens and 
Estrogens, Arch. Dermat. & Syph. 46:112 (July) 
1942. 
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in the older age groups, which should naturally 
be lower than the values in the younger groups, 
quantitative estimations for this hormone were 
carried out for men in the sixth and seventh 
decades. I am able to report thus tar the figures 
for only the following 5 male patients: M. S.., 
age 57, with mycosis fungoides, 7.9 mg.; G. S 
age 79, with basal cell epithelioma, 5.6 mg,; 
P. T., age 63, with parapsoriasis en plaques, 
9.8 mg.; R. B., age 64, with mycosis fungoides, 
2.96 mg.; J. L., age 54, with lupus erythema- 
tosus, ‘4.7 mg. The values obtained by Fraser 
and co-workers ** on 5 patients between the ages 
of 71 and 75 varied from 1.8 to 4.8 mg. in twenty- 
four hours. 

The cell counts of bullous fluids revealed 11 
per cent of eosinophils on June 6 and 35 per cent 
on August 21, 1942.14 However, no particular 
significance can as vet be given to the eosinophil 
count of a bullous fluid. 

Evidence of Adrenal Insufficiency—The de- 
ficiency of vitamin C in the blood plasma (table 
2) may also indicate a lowering of the vitamin C 
content in the adrenal cortex, which normally 
has a large storage of vitamin C *° and the proper 
function of which depends on the ascorbic acid 
content.‘® Giroud, Santa, Martinet and Bellon 
maintained that a rise in the ascorbic acid 
content of the adrenal cortex induces a cor- 
responding increased secretion of cortical hor- 
mones and that an optimum level of vitamin C 
is required for the proper functioning of the 
cortical cells. 

The following data are also suggestive of a 
derangement in the adrenal glands: 

1. The diminution in the blood pressure and 
the positive result of a Rowntree test, the fall 
in the blood pressure from 130 systolic and 65 
diastolic in the recumbent position to 110 sys- 
tolic and 50 diastolic in the upright position. 
This has been attributed to probable circulatory 
failure with peripheral vasodilatation occurring 
in hypofunction of the adrenal glands. 

13. Fraser, R. W.; Forbes, A.; Albright, F.; Sulko- 
witch, H., and Reiienstein, E.: Colorimetric Assay of 
17-Ketosteroids in Urine, J. Clin. Endocrinol. 1:237 
(March) 1941. 

14. The figures are taken from Garb and Wise, p. 
362. 

15. Harrop, G. A., in Tice, F.: Practice of Medicine, 
Hagerstown, Md., W. F. Prior Company, Inc., 1921, 
vol. 8, p. 307. 

16. Giroud, A.: Les conditions de la fonction cortico- 
surrenalienne: Importance de l’acide ascorbique, Presse 
méd. 48:841 (Oct. 23-26) 1940. 

17. Giroud, A.; Santa, N.; Martinet, M., and Bellon, 
M. T.: Function of Ascorbic Acid in Secretion of 


Hormones of Adrenal Cortex, Bull. Soc. chim. biol 


23:108, 1941. 


2. The positive Sergent’s white 
blanche surrénale). Emil Sergent as 
reaction to a vasomotor phenomenon 


in cases of well defined adrenal insuffic; 


interpreted this white line as a vas: 
following the slight stimulation of the 


replaces the peripheral vasodilatatior 


hypotension resulting from hypoadreni 
longo ** did not regard Sergent’s line 
nomonic, since he found it present 


with equal frequency in cases of ad: 


ficiency. He attached to it, howeve: 


nostic value, since its maximum 
found in cases with a fatal outcome 


3. The diminished chloride conten: 
blood. This 1s analogous, but to a less: 


to the lowering of the blood chlorides 
with Addison’s disease. 

4. Indication of renal insufficien 
by the increase in the ratio of urea 


nonprotein nitrogen in the blood plas 


1). These values are augmented cort 


to the severity of cortical deficienc 


5. The low 17-keto steroid conten: 


urine, 2.8 mg. in twenty-four hours 


males 8 to 23 mg.). The significan 


factor cannot be decided until many 1 


munations of 17-keto steroids are perior 


aged subjects. The 17-keto steroid 
males is an index of the combined 


the adrenal cortex and the gonads: 


it is an index of the activity of the adre 


alone.*° 
6. The flat sugar tolerance curve 


acti 


creased sugar tolerance suggests a distur 
or infection in the medullary portio 


adrenals, causing a lowered secreti 


nephrine. It was. shown by Eppi 


Rudinger *! that patients with Addison's 
(hypoadrenalism) have an increased 


for sugar. 


7. The increase in viscosity or “thi 
the whole blood to 7.6 units above the |! 
mal value of 5.5 units, which is indicat 


anhydremia present in hypofunction 
renal glands.® 


8. The response to therapy: regress 


bullae within a few days after the adnu 


18. Massalongo, R.: La linea bianca di 5 


insufficienza surrenale, Riforma med. 34:6¢ 


1918; cited by Rosenbloom, J., in Tice, | 


of Medicine, Hagerstown, Md., W. F. Pri 
Inc., 1921, vol. 2, p. 230. 

19. Kracke and Parker,’ p. 684. 

20. Fraser and others,1% p. 254. 

21. Eppinger, H., and Rudinger, K., cit 
W.: Die Erkrankungen der Blutdrusen, | 
Springer, 1913, p. 276. 
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one propionate, probably as a direct 
ction on the adrenals and the kid- 
ar to the action of the hormones of 
cortex in Addison’s disease.*? 
results of the Robinson, Power and 
sts. The value for the equation ob- 
m the various determinations was 20.5 
These authors stated that if the 
this equation is less than 25 the patient 
Addison's disease provided nephritis 
excluded. A negative result, a value 
uation greater than 25, does not prove 
idrenal cortices are anatomically nor- 
positive result, a value for the equation 
25, 1s, on the other hand, a probable 
at of extensive cortical damage, since 
st of the cortical tissue must be destroyed 
vidence of adrenal cortical insufficiency 


mal tests of value, such as concentra- 
potassium, sodium, carbonates, sulfates 
osphates in the serum, tests of blood and 
volume and tests of a twenty-four hour 
of urine for chloride, were not per- 

| because of technical difficulties. 
possible diagnosis of chronic glomerular 
ritis may be eliminated, since on several 
nations, including the Mosenthal test, the 
is normal except for slight traces ot 


results of all these tests point to damage 
lrenal cortex, except*he flat sugar toler- 
urve, which suggests involvement of the 
medulla. Further indication of coinci- 
thologic alterations in the adrenal medulla 
intimated by the complaints of dizziness 
kness and clinically by hypotension and 
wnish pigmented patches.** 
question arose whether the adrenals are 
primarily involved or secondarily af- 
another gland or other glands because 
wn interrelationship of the adrenals 
her ductless glands, especially the an- 
be of the pituitary, the pancreas and the 
It may be assumed, however, that the 
| glands are primarily affected, since there 
linical and laboratory evidences of dis- 
in the other ductless glands. One nat- 
s to think of the possibility of deposits 
. les of mycosis fungoides in the adrenals, 
ig. 24 ar to the rare complication of Addisonian 
; s (asthenia and diffuse intensive pig- 
of the skin and mucous membrane) 
usly with the appearance of lesions of 


ind Wise, p. 367. 
~’. Nobinson, Power and Kepler,? p. 582. 
Harrop,5 p, 305. 
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mycosis fungoides, reported by Herxheimer and 
Martin.*° 

The belief is justified that just as adreno- 
cortical insufficiency has been considered the 
predisposing factor in leprosy by Oberdoertter 7°: 
just as hematologic studies by Talbott, Lever 
and Consolazio,** on patients with acute pemphi- 
gus “showed abnormal concentrations of certain 
constituents which were consistent with acute 
adrenal insufficiency” ; just as pathologic changes 
in the adrenal glands have been reported in 3 
cases of scleroderma by Barlow,?* Scholz 7° and 
Vevoto,*’ and just as a relationship between 
psoriasis and the adrenal cortex has been sug- 
gested as a possibility by Burger and Gritz,* 
some other of the more serious, recurrent and 
treatment-resistant systemic and cutaneous dis- 
eases (such as mycosis fungoides, parpsoriasis en 
plaques) cause degenerative changes in the ad- 
renals which may vary from mild to severe 
grades. They may be caused by various patho- 
logic conditions which primarily or secondarily 
attect this ductless gland. This belief has grad- 


ually been strengthened by several years of 


observation of the clinical course, by laboratory 
data and by results of experimental therapy in 
some of the graver dermatologic disturbances. 

The pathologic changes and the clinical mani- 
festations in this and other patients with hypo- 
adrenia, though analogous to Addison’s disease, 
will naturally differ from it and vary in each 


Martin, H.: Mycosis 
Handbuch der Haut- und 
1929, 


25. Herxheimer, R., and 
Fungoides, in Jadassohn, J.: 
Geschlechtskrankheiten, Berlin, Julius Springer, 
vol. 8, pt. 1, p. 210. 

26. Oberdoerffer, M. J.: 

Clinical Types in Leprosy: 
Bacteriological Findings in Tuberculoid Leprosy and 
Their Possible Causation by Sapotoxins in Certain 
Food Plants, read at the Congress of Far Eastern 
\ssociation of Tropical Medicine, November 1938; cited 
by Collier, D. R.: Milestones in Leprosy, J. Thailand 
Research Soc. (Nat. Hist. supp.) 12:177, 1940 

27. Talbott, J. H.; Lever, W. F., and Consolazio, B 
S.: Metabolic Studies on Patients with Pemphigus, J. 
Invest. Dermat. 3:67 (Feb.) 1940. 

28. Barlow, A. B.: Scleroderma Associated with 
Adrenal Neoplasm, Arch. Dermat. & Syph. 39:1021 
(June) 1939. 

29. Scholz, K.: Kombination von Sklerodermie mit 
Addisonscher Erkrankung: Kombination von Sklero- 
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ring 
if 


individual patient because of the variation in the 
causative agent, type and extent of involvement. 


Moreover, though the etiologic tactor in the 


great majority of cases of Addison's disease is 
tuberculosis of the adrenals, which is believed 
to involve first the. medullary portion of the 
glands, there are cases in which the disease 1s 
due to atrophy, which primarily affects the cortex 
while the medulla may be but slightly diseased.* 
The prognosis in cases of adrenal insufficiency 
will, therefore, likewise depend on the aforemen- 
tioned factors, just as a better result is hoped 
for in cases of Addison's disease due to atrophy 
than in cases in which it accompanies active 
tuberculosis. 

While the diagnosis of adrenal deficiency can- 


not, according to Robinson, Power and Kepler,’ 


be reduced to a mathematical formula, it never- 
theless seems logical to assume that the extent 
of destruction of the adrenal tissue would be 
inversely proportional to the equation values less 
than 25, since the equation value depends on the 
factors obtained from the various determinations 
(tables 4 and 5), which, in turn, depend on the 
efficiency of the adrenal glands. A patient, then, 
who has an equation value of 5 would have 
roughly four times greater damage in the adrenal 
tissue than a patient with an equation value of 20. 


32. Harrop,}® p. 318. 
33. Harrop,!® p. 333. 
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SUMMARY 

Special examinations and laboratory 
performed on a patient with mycosis 
with bullous lesions; the original repo: 
case discussed mainly the pathology and 
These were performed with the object | 
ing additional evidence to strengthen 
in the presence of pathologic changes 
adrenal glands intimated by the clini 
festations and the deductions made by 
usual response to Special forms of ther 

The results of these examinations 

-a flat sugar tolerance curve, a lower: 
ride content of the blood, an increase in 1 
of urea nitrogen to nonprotein nitroge: 


blood, a low 17-keto steroid content, a deficien 


11 
} 


in vitamin C, an increased viscosity of the 


positive results of Robinson, Power and keple; 
procedures and a good response of the bullox 
lesions to therapy with testosterone propior 


point to the presence of adrenal insufficien 


either as the secondary effect of the mycosis 


fungoides lesions or possibly as the pat! 
cause. 


It is my opinion that other of the graver sy: 
temic and cutaneous disorders cause patho! 
alterations in the adrenals, which thus explain: 


1 


their recurrences after regression of the 
and their resistance to treatment. 


219 East Nineteenth Street. 
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is methods have been used for the ad- 
nistration of mapharsen in an effort to main- 
iximum therapeutic level of arsenic in 


ficien blood stream and thus shorten the period of 
Leifer, Chargin and Hyman? used the 
Kepler w continuous drip method; Thomas and 
bullous exler the rapid, or syringe, method, and 
pionate Shatfer,, a one hour rapid continuous drip 
heien ethod. Sobotka, Mann and Feldbau * studied 
nycosis reported the concentrations of arsenic in the 
hologi | of patients for whom the slow continuous 
method of administration was used. Siegel, 

er Sys istein and Goldwater reported results of 
loge vmilar studies with the rapid, or syringe, 
x] od. The present report is the result of 
lesion lar studies on Shaffer’s method made for the 


se of comparison with the other two 
ls of administration. 
‘tain data for dogs are included for the 
se of comparison with those obtained in 
linical studies. 

METHODS 


Shaffer’s method each patient received approx- 
tely 1.2 mg. of mapharsen per pound of body weight 
} mg. per kilogram) to a maximum dose of 180 mg., 

n 1,000 cc. of a 5 per cent solution of dex- 
his was given by gravity (vacoliter) and 


m the Research Laboratories, Parke, Davis & 


W.; Chargin, L., and Hyman, H. T.: 
Dose Arsenotherapy of Early Syphilis by 


venous Drip, J. A. M. A. 117:1154-1160 (Oct. 4) 


ae mas, E. W., and Wexler, G.: Rapid Treat- 
t Early Syphilis with Multiple Injections of 
Am. J. Pub. Health 31:545-556 (June) 


Shaffer, L. W.: Present Status of the Intensive 
“rsenotherapy of Early Syphilis, Ven. Dis. Inform. 
24:108-113 (April) 1943. 

+. Sobotka, H.; Mann, W., and Feldbau, E.: Mas- 

, therapy in Early Syphilis by the Intrave- 

Dri Method, Arch. Dermat. & Syph. 42:270-276 
; Goldstein, D. H., and Goldwater, 
e Treatment of Syphilis with Multiple 


ter 


J. 
1V 


1S 


Mapharsen, Arch. Dermat. & Syph. 46: 
1942. 


required sixty to seventy-five minutes for administra 
tion. Treatment was repeated daily for five days 

Young adult patients (white and Negro) of both 
sexes with early syphilis were treated with mapharsen 
for five consecutive days by a one hour rapid drip 
method of administration. Blood for determinations of 
arsenic was drawn in 10 cc. amounts by syringe from 
the opposite arm. The clinical care of patients, admin 
istration of mapharsen and collection of blood samples 
were carried out under Dr. Shaffer's supervision 
Arsenic was determined by a method described by 
Sultzaberger.6 The sensitivity of the method is from 
0.05 to 0.10 microgram, and the accuracy is 0.2 micro 
gram of arsenic. 

The patients were divided into four groups. From 
one group blood was drawn immediately after treat 
ment. From each of the other three groups samples 
of blood were taken respectively at one, six and twenty- 
four hours after treatment. Blood was drawn from 
each patient on three occasions, after the first, the 
third and the fifth treatment. The weight, sex, color 
and daily dose for each patient are given in table 1. 

The total amount of mapharsen administered to each 
patient varied from 580 to 880 mg., depending on the 
body weight. All patients received about the same 
amount of mapharsen per kilogram of body weight 
(table 2). The daily dose per kilogram of body weight 
was progressively increased from the first injection of 
an average of 2.13 to 2.55 mg. of mapharsen on the 
fiith day. The average total of mapharsen received by 
each patient was 11.78 mg. per kilogram of body weight 
and varied but slightly from one patient to another 
and from one group of patients to another. 

The difference between the four groups of patients 
relates only to the difference in length of time afte: 
treatment before blood samples were taken. Patients 
in group A were bled immediately after completion ot 
the first, third and fifth treatments. Patients in group 
B were sampled one hour after completion of the 
administration. The members oi groups C and D were 
sampled respectively six and twenty-four hours afte: 
the administration. All patients in the series remained 
clinically free from toxic reactions while under treat 
ment or subsequent to discharge from the hospital. 


RESULTS 
The concentration of arsenic in the blood im- 
mediately after a sixty to seventy-five minute 
period of administration of the first dose ranged 


6. Sultzaberger, J. A.: A Simplified Micro-Determi 
nation of Arsenic in Biological Material, Indust. & 
Engin. Chem. (Analyt. Ed.) 15:408, 1943. 
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in 8 patients between 59.7 and 105.2 micro- 


grams, or on an average 78.6 micrograms, 
per hundred grams of blood (table 3). After 


the third dose the average arsenic content rose 
to 88.9 micrograms (variation of 65.1 to 110.5 
micrograms), and after the fifth dose it rose to 
106.2 micrograms (variation 71.4 to 127.8 micro- 
grams). In some patients the arsenic content 
of the blood immediately after the administration 
of the third dose was the same as or even slightly 
less than after the first. This was also true for 
some patients after the fifth dose, i. e. no cumu- 
lative effect was noted in some patients ; however, 
in the majority of patients the trend was for a 
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tients of group A the average first dos: 
mg. of mapharsen, or a calculated equi, 
about 700 micrograms of arsenic per 
grams of blood (assuming the weight 


blood to be equivalent to 10 per cent of the | 


weight). On analvsis of the blood im 
after the sixty to seventy-five minute | 
injection, there was found on an ave: 
78.6 micrograms of arsenic per hundre: 
of blood. One hour after the treatment 
arsenic concentration dropped to 34 
grams, while after six and twenty-four | 
respectively only 12.7 and 6.9 microgran 


arsenic per hundred grams of blood was fo 


TABLE 1.—Groups of Patients A, B, C and D, Showing Distribution as to Sex, Color, Weight 
Daily and Total Doses of Mapharsen 
Daily Dose, Mg. Tota 
Weight, Doss 
Patient Sex Race Kg. 1 2 3 4 5 Tota Mg./K 
A9l1 M W 67.3 160 160 180 180 180 860 78 
A65 M WwW 61.78 140 160 160 160 180 800 2.94 
A&2 M Ww 67.3 160 160 160 180 180 S40 $s 
A74 M N 75.0 160 180 180 180 180 880 
A83 M N 70.4 160 160 160 180 180 840 
sna 68.4 156 164 168 176 180 844 
Bat F W 48.6 120 20 120 120 120 600 $ 
B79 F N 4.5 120 20 140 140 140 660 
B95 F N 54.5 120 120 120 140 140 640 
Bos F N 52.3 0) 120 120 140 140 640 
B75 F N 52.7 120 120 20 140 140 640 
Average...... 52.5 20 120 124 6 13¢ 66 
C55 F N 46.4 100 120 120 120 120 580 
C41 F N 64.5 140 140 140 160 160 740 
C62 M N 66.8 140 1) 160 160 180 800 
O74 M N 63.6 120 120 140 160 180 720 
C33 M W 160 160 160 180 840 
a re 66.0 2 140 144 156 164 740 
D038 M N 61.4 120 140 140 160 160 720 
D57 M N 61.4 120 140 140 160 160 720 
pss F N 57.3 100 120 140 140 160 660 
Di7 M N 71.8 140 160 160 160 160 780 *6 
D47 M N 59.1 120 140 140 140 140 680 
Average. 62.2 120 140 2 156 712 


slight increase of arsenic in the blood with the 
administration of each successive dose. 

The amount of arsenic found in the blood 
stream after administration of mapharsen by the 
one hour drip method constituted but a small 


portion of the calculated amount. Thus in pa- 


TABLE 4verage Daily Dose of Mapharsen per 
Kilogram of Body Weight in Each of 
the Four Groups of Patients 


Dose for Each of Five Total Total 
Successive Days, Dose Dose 
Body Mg./Kg. of Ma- of 
Weight, A pharsen, Arsenic, 
Group kg. 1 2 3 4 5 Mg./Kg. Mg./Kg. 
A 68.4 2.28 2.40 2.45 2.57 2.63 12.35 3.73 
B 52.5 2.29 2.29 2.36 2.59 2.59 12.10 3.69 
Oo 66.0 2.00 2.12 2.18 2.35 2.48 11.21 3.42 
D 62.0 198 2.25 2.81 2.44 2.50 11.46 oO 
Average 62.25 2.13 2.27 2.383 2.49 2.55 11.78 3.59 


lligrams of Arsenic per Kilogram 
of Body Weight 


0.69 0.71 0.76 0.78 


Equivalent in Mi 


Average 0.65 3.59 


The same general rapid disappearance ot : 


pharsen from the peripheral blood occurred ait 


the third and after the fifth daily inject 
although there was a slight rise of arsenic ! 


lowing each successive administration (chart ! 


Immediately after administration of the 
third and fifth doses there was on an aver 


a respective increase from 78.6 to 88.9 anc! 
106.2 micrograms of arsenic per hundred gram: 


of blood. The increase was found whethe 
blood was drawn immediately after or on 
twenty-four hours after each admunistrat 


The increment rapidly decreased from that not 


immediately after administration (27. 


grams) to that found after twenty-four how 


(9.9 micrograms) (table 4). 
Comparison of the concentration oi! 

in the blood after administration by the ! 

syringe method at Bellevue Hospital * witht 


after administration by the slow continuous “ 


18 16 at Mount Sinai Hospital’ and by the 
lent offM&ee hour rapid continuous drip method at 
ndred fferroit © shows that the arsenic level of the blood 


ur after treatment with the rapid 
ncentration of Arsenic in Blood of Patients 
itment with One Hour Rapid Drip 


1 of Administration of Mapharsen 


Days of Sampling and 


Sampled Concentration of Arsenic, 
tely After Micrograms/100 Gm. of Blood 
~ 
First Third Fiftt 
71.5 97.5 88 
a 70.7 83.0 119.0 
86.1 84.0 71.4 
92.0 93.8 127.8 
105.2 104.4 24.6 
59.7 72.7 
64.7 110.5 
79.1 65.1 
78.6 88.9 106.2 
Tota 24.0 40.8 9.5 
D 28.2 62.0 68.0 
Mg./k 40.0 87.2 49.0 
37.9 50.2 49.0 
31.9 41.6 47.0 
48 44 46 2.5 
15.9 23.6 28,7 
15.1 26.2 34.5 
10.2 10.5 22.2 
16.5 20.4 
5.8 20.2 21.8 
g 12.7 20.2 27.4 
Hours After 
15.4 
16.1 
20.3 
7.0 17.5 16.5 
4 7.5 11.6 15.9 
4.4 
9.2 
11.1 
&.9 
] 5 16.84 
“i? 4—Cumulative Effect on the Arsenic Level 
; wing the Daily One Hour Rapid Drip 
OI ma- \lethod Administration of Mapharsen, 
ad after n First, Third and Fifth Days 
iec and the Rate of Disappear- 
ae ance of Arsenic from 
ais the Blood Stream 
€ hts Micrograms of Arsenic per 100 Gm. of Blood 
wer 
i1Drawn, After After After 
n rs After First Third Fifth 
minis- Treat- Treat- Treat- 
OT tior ment ment ment Increment 
f mediately 78.6 88.9 106.2 27.6 
4.4 46.3 52.5 18.1 
( 12.7 20,2 27.4 14.1 
D 2% 6.9 12.2 16.8 9.9 
icro-MM#*!Tinge method was consistently lower than with 
tne our rapid drip method immediately 
one hour after administration (chart 
arseuk@™-'. ihe arsenic level of the blood was about 
rapio@™*c same for the slow drip method immediately 
th taet@@<iter acnuinistration as that for the rapid syringe 
as CUP one-half hour after administration. Since 
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BLOOD 


the sampling of blood at Bellevue Hospital was 
not done immediately after completion of injec- 
tion, the height of the arsenic concentration can 
be only conjectured from the experimental 
studies on animals. The concentrations of 
arsenic in the blood at six, seven, twelve and 
twenty-four hours were about the same for all 


three methods of administration. The concen- 


3° 5° TREATMENTS | | 
BLOOD DRAWN IMMEDATENY-GROUP A 
— | | 
90 | | 
70 | | | | | | 
50 | | \ ‘on AFTER- GROUP B | 
30 | HOURS AFTER-GROUP.C | 
6 GROUP D 


Fig. 1—Concentration of arsenic in the blood follow- 
ing the daily administration of mapharsen by the one 
hour rapid drip method and the rate of disappearance 
of arsenic from the blood stream. 
tration depends directly on the amount of drug, 
the duration of administration and the time of 
sampling of the blood after administration. This 
evidence is brought out more clearly from experi- 
mental studies on animals. 

Two adult dogs were administered 2.5 mg. 
of marpharsen per kilogram of body weight in 


RAPID DRIP 
(60-75 MIN) 


4 
ance 
cf 
t RAPID SYRINGE 
ae 
SLOW DRIP 
‘ a tT a) 
J ‘ = 
— 


Fig. 2.—Comparison of arsenic levels of the blood 
aiter administration of mapharsen by the rapid drip, 
slow continuous drip and rapid syringe methods. The 
curve for the slow continuous drip method was drawn 
irom the published data of Sobotka and co-workers ‘4; 
that for the rapid syringe method, from the data of 
Siegel and co-workers.5 


10 cc. of 5 per cent solution of dextrose, by a 
rapid syringe method and 2 others were given 
2.5 mg. of mapharsen per kilogram in 150 ce. 
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of the solution by a one hour (sixty minute) 
rapid continuous drip method. This dose was 
about the same as that used -by Shaffer * in his 
clinical studies. The blood drawn from 
the opposite jugular vein immediately after and 
at one, three, six, twenty-four, forty-eight and 
seventy-two hours after the treatment. The 
animals were killed at the end of seventy-two 
hours, and the various tissues were analyzed for 
arsenic. The concentration of arsenic in the 
blood of the dogs is shown in table 5. 


was 


Immediate sampling of the blood after injec- 
tion by the rapid syringe method showed 375.5 
micrograms, or about one half of the calculated 
amount of With 
the rapid one hour drip method of administra- 
tion only 112.5 micrograms, or about one seventh 
of the calculated amount of arsenic, was recov- 


arsenic (775 micrograms). 


TABLE 5.—Concentration of Arsenic in the Blood of 
Dogs Following Rapid Syringe and One Hour 
Continuous Rapid Drip Methods of 
Administration 


Rapid Drip Method 
(Administration, 
60 Minutes) 


Dog A Dog B Average Dog C Dog D Average 


Rapid Syringe Method 
(Administration, 
Less Than 1 Minu‘e) 


Dose of arsenic, 


8.562 8.748 8.605 10.43 9.42 9.925 
As/Kg., micro- 
775 775 775 775 775. 


Time of Sampling 
After Administra- 
tion, Hours 


Arsenic Recovered in Micrograms per 
100 Gm. of Blood 


—— 
) 


Immediately..... 117.0 107.8 112.4 410.0 341.0 375 
33.25 496 439 474 45.1 4625 
3140 325 31.95 201 21.0 20.55 
Dinexiavtarennens 25.7 33.0 34.35 20.9 21.0 0.95 

174 1875 180 103 177 14.0 

7.3 6.2 675 69 140 105 

RE 5.0 5.3 5.15 09 94 5.15 

ered. In dogs the arsenic concentration of the 


blood following the rapid drip and the syringe 
injections was in the proportion of 1: 3.3, i. e. 
the syringe method of administration of maphar- 
sen produced little over three times higher con- 
centration of arsenic immediately after injection 
than that of the one hour rapid continuous drip 
method administration. 

Injected mapharsen was not retained in the 
blood stream for any length of time (chart 3). 
There was immediate loss of arsenic into the 
tissues, 1. e. the loss was so rapid that blood 
withdrawn immediately (after about two min- 
utes) after injection by 
showed only about one half of the calculated 
amount. With the one hour rapid drip method 
of injection there was left in the blood stream 
immediately after administration only about one 
seventh of the injected mapharsen. In one hour 
after injection with the syringe method the 
arsenic content of the blood had decreased to 
43.9 micrograms and with the rapid drip method 


the syringe method 
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of administration to 46.5 micrograms pe: 


grams of blood. Subsequent sampling 


six, twenty-four, forty-eight and 
hours after administration showed a fu 
about equal drop in the arsenic conte: 


blood for both methods of administrat; 

At one hour after administration of 
sen in equal doses per kilogram of bo 
by either the rapid syringe or the one | 
method, the arsenic in the blood strea: 
had decreased to about the same level] 
methods of administration, 1. e. 
level existed 


no 


in blood arsenic one 


administration of equal doses irrespectiy 


method of administration. 
The rapid disappearance of arsenic 


blood stream was reflected in the hig! 


tration of arsenic in the tissues of 


(table 6). 


As in MicRoGRAMS 


°375.5 | 


HOUKS 
Fig. 
method and by the rapid drip method and 


clinical patients after administration by the 
method. 


and the solid line without dots, the values 


receiving the drug by the rapid drip method; t 


line represents values for clinical patients. 
one to seventy-two hours) is indicated by 
figures near the bottom of the chart. 


At the end of seventy-two hours afte 


istration, when with both methods of ad 
tion the blood stream contained an 

about 5.15 micrograms of arsenic per 
grams, the kidneys of animals subject 
rapid drip method of administration 


3.—Concentration of arsenic in the blood 
after administration of mapharsen by the rapi 


The solid line with dots represents th 
ior dogs receiving the drug by the rapid syringe met 


+ 


31.1 micrograms of arsenic per hundred gra 


tissue, and those of animals subject: 


syringe method of administration conta: 


micrograms of arsenic. The livers 
respectively 21.72 and 32.70 micrograt 


ipnar- 
Ol 
100) | | 
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pectively 13.68 and 12.60 micrograms 
ner hundred grams of tissue. The 
skeletal muscles and the heart muscle 
subjected to the rapid drip method 
ration contained only about half as 
nic as those of animals subjected to 
method. The brain tissues with both 
ntained variable but about the same 
The concentration of 
tissues of dogs was somewhat 


is of arsenic. 


the svringe method of admunistra- 


ncentration Arsenic in the Tissues at 


venty-T wo Hours After Adminis 


Vapharsen by the Rapid Syringe 
1 the Rapid Drip Method 
Micrograms of Arsenic per 100 Gm. of Fresh ‘Tissu 


Rapid Syringe Method 


Rapid Drip Method 
Dog C Dog D Averast 


bog A Dog B Average 


2 90 
ry 6s 11 9 
t 4 5.67 15.2 12.45 s 
1.10 45.2 
4( az 95 5.47 
0 6 7 
{ l OG 


COMMENT 

istration of 2.13 to 2.5 mg. of maphar- 
ogram of body weight by the one 
continuous drip method to human 

s resulted in concentrations of 78.6, 88.9 
106.2 micrograms of arsenic per hundred 
s of blood after the first, third and fifth 
ns respectively when blood was drawn 
tely after conclusion of the injection. 
gs similar doses by a one hour continuous 
method of administration produced a con- 
tion of 112.4 micrograms of arsenic per 


| grams of blood. In one hour after the 


| drip administration the arsenic content of 


11 


blood of human patients had decreased to 


46.3 and 52.5 micrograms per hundred 


rams after the first, third and fifth injections 


ctively. The respective level in dogs had 


rrespondingly decreased on an average to 43.9 
‘ograms per hundred grams of blood. The 
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rimental results for dogs and the clinical 
Its following the rapid continuous drip 


of administration of mapharsen are in 
agreement. 


the syringe method of administration 


le| a level immediately after injection of 
rograms of arsenic per hundred grams 

In one hour this level decreased to 
rograms, which was about the same 
und in clinical patients and in animals 
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after use of the one hour continuous drip method. 
With the slow continuous drip method, Sobotka, 
Mann and Feldbau* found the arsenic concen- 
tration of the blood to be from about 12 to 33 
micrograms per hundred cubic centimeters on 
conclusion of the administration. Siegel, Gold- 
stein and Goldwater,’ using the rapid syringe 
method, found 24.5 to 41.5 micrograms of arseni¢ 
per hundred cubic centimeters of blood one half 
hour after administration, 

The comparison of the concentration of arsenic 
in the blood of the clinical patients following 
the three methods of administration—the slow 
drip, the rapid drip and the syringe method 
indicated that the concentration at the conclusion 
{ administration was lowest with the slow drip 
method ; that the level was somewhat higher with 
the syringe method half an hour after injection, 
and that the highest level was shown with the 

+] 


rapid drip method. This difference, however, 


leveled off with the delay in sampling the blood 


aiter administration, and this leveling may 
account for the low values of arsenic found by 
Siegel, Goldstein and Goldwater. 

Results of this study suggest that there is no 
constant arsenic level in the blood stream of 
clinical patients following administration of 
mapharsen by the rapid continuous drip method 
or in that of animals following either the rapid 
drip or the syringe method. The highest con- 
centration of arsenic was found immediately 
alter an injection. Since arsenic is rapidly 
taken out of the circulating blood stream of 
patients without toxic reactions by the various 
tissues, it is questionable whether the concentra- 
tion of arsenic in the blood stream can serve as 
a criterion for therapeutic effect and whether 
the arsenic in the blood stream takes a part in the 
syndrome of toxic manifestations. It 1s con- 
ceivable that the toxic manifestations are pri- 
marily due to pathologic changes in organs 
caused by the high concentration of arsenic in 
them. 

With the rapid syringe method of administra- 
tion of mapharsen to animals about one half of 
the injected mapharsen was found in the blood 
stream immediately after administration. Using 
the rapid syringe method of injection, Siegel and 
co-workers found in the blood of human patients 
about one seventh of the calculated amount of 
mapharsen at one-half hour after completion of 
About one thirtieth of the total 
mapharsen administered was found in the blood 
by Sebotka, Mann and Feldbau, who used the 
ten to twelve hour slow continuous drip method 
of administration. With the one hour rapid con- 


tinuous drip method of administration about 


administration. 
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one seventh of the total amount of mapharsen 
was accounted for immediately after admin- 
istration. 

The concentration of arsenic in the blood fol- 
lowing the use of the rapid continuous drip 
method of administration in a small group (28) 
of clinical patients who were free from toxic 
manifestations can serve as a provisional guide 
for the normal range of arsenic with this method 
of therapy. No study of concentration of the 
arsenic in patients with toxic manifestations 
has been available with this method of admin- 
istration of mapharsen. 

The results of studies of the arsenic levels of 
the blood following the rapid continuous drip 
method of therapy give a clear picture of the 
rapid rate of removal of mapharsen from the 
peripheral blood stream into the tissues, but 
they do not give criteria for estimation of thera- 
peutic or of toxic effects. 


SUMMARY 


The one hour rapid continuous drip method 
administration of about 2.5 mg. of mapharsen 
per kilogram of body weight per day for five 
successive days in the treatment of early syphilis 
provided immediately after the first to the fifth 
dose an average range of concentration in the 
blood stream of 78.6 to 106.4 micrograms of 
arsenic per hundred grams of blood. The level 
rapidly decreased as the sampling period was 
delayed, and in twenty-four hours it reached a 
low level of 6.86 micrograms after the first injec- 
tion and of 16.84 micrograms after administra- 
tion of the fifth daily dose. 

In dogs administration of clinically equivalent 
doses of 2.5 mg. of mapharsen per kilogram of 
body weight by the one hour rapid continuous 
drip and the rapid syringe methods resulted 
immediately after administration in concentra- 
tions of arsenic respectively of 112.4 and 375.5 
micrograms per hundred grams of blood, or a 


ratio of 1:3.3. The rapid syringe method of 
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administration produced a 


concent 
arsenic in the blood over three times higher tha; 
that produced with the one hour continuous dri 
method. 


The arsenic content of the blood 0; 
decreased rapidly with delay of sampling f:; 
three, six and twenty-four hours after admin. 
istration of mapharsen by either the tap 
syringe or the one hour continuous rapid dr 
method. 

The concentration of arsenic in the blood 
human patients and of the dogs reached 
same level one hour after administration jrre 
spective of the method of administration 

The slow continuous drip method administra. 
tion provided about 12 to 33 micrograms * ané 
the one hour rapid drip method 78.6 to 1064 
micrograms of arsenic per hundred grams 
blood immediately after administration. The 
rapid syringe method ® produced levels of 24: 
to 41.5 micrograms one-half hour after injection 

After the rapid drip method of administratior 
mapharsen rapidly disappeared from the perip! 
eral blood stream. The highest concentratio: 
was found immediately after administratior 
There was no constant level of arsenic in t! 
blood of clinical patients or of dogs used 
experimental studies. 

With the one hour rapid drip administratio: 
the arsenic content of the blood varied in differ- 
ent patients from about 59.7 to 127.8 micrograms 
per hundred grams of blood immediately after 
completion of administration to 24 to 68 micro 
grams one hour after administration, 5.8 to 34.5 
micrograms six hours after administration anc 
4 to 20 micrograms at the end of twenty-four 
hours after administration. 

The one hour rapid continuous drip method 
administration of mapharsen caused a slight ms 
in the arsenic level of the blood stream afte: 
administration of five 
There was no cumulative retention of arsen 
in the blood stream in this group ot 


successive daily doses 


| 


SERUM 


PROTEIN 


IN| DERMATOSES 


— WILLIAM MULVEHILL, MD. 
LOS ANGELES 


le of the proteins of the blood serum in 

. has been for the past few years a subject 
study by many investigators. Epstein,’ in 

dof 017, was the first to suggest that hypopro- 
' nent . is the direct cause of edema in nephrosis. 
Many vears before that, Starling* first per- 
ved the importance of the osmotic pressure 
the proteins of the serum in preventing pas- 
Ss anc we of the fluids of the plasma across the walls 
apillaries into tissue. From the studies of 
serum proteins in edemas, investigations were 
made of plasma proteins in many other types of 
sease. In 1936, Williams and Gutman * found 
ange in the blood protein fractions in lymph- 
ranuloma venereum. Studies were also made 
Howard and others* in lymphogranuloma 
‘yereum and in syphilis. Granuloma inguinale, 
a kala azar, schistosomiasis, sarcoidosis and gen- 
: ed tuberculosis have been found to be ac- 
mpanied with a definite and more or less 

baatind nstant change in the globulin fraction of serum 
Taussig ° reported a rise in the euglo- 
fraction in disseminated lupus erythema- 


+} 


ly after fg tosus. While the occurrence of edema may be 
‘micro- f substantially explained by the changes of osmotic 
to 34.5 Mf pressure in the capillaries produced by reduced 
on an rum albumin, what causes the changes in 


proteins in other diseases for the most 


The fact that these changes do occur 
Submitted as a thesis in partial fulfilment of the 
irements for the degree of Master of Science in 
logy and Syphilology, Graduate School of 
ne, University of Pennsylvania. 

stein, A. A.: Concerning the Causes of Edema 
Parenchymatous Nephritis: Method for Its 

\m. J. M. Sc. 154:638, 1917. 
2 Starling, E. H.: On the Absorption of Fluids 
rom the Connective Tissue Spaces, J. Physiol. 19:132, 


ims, R. D., and Gutman, A. B.: Hyperpro- 

ith Reversal of the Albumin Globulin Ratio 

yt granuloma Inguinale, Proc. Soc. Exper. Biol. 
1, 34:91, 1936. 

M. E.; Eisenman, A. J., and Strause, 

\lterations in the Serum Proteins in Lympho- 

rea, Am. J. Syph., Gonor. & Ven. Dis. 23: 


4H 


A. E.: Hypereuglobulinemia in Lupus 
sus Disseminatus, M. Times, New York 


3 


helps in many instances to give some additional 
diagnostic aid. 

In the hope that some additional knowledge 
may be gained regarding certain dermatoses of 
which the cause is obscure, I have ventured to 
estimate the serum protein and serum protein 
fractions. I have chosen for study eleven of 
the more common dermatoses, utilizing only cases 
in which there were pronounced eruptions, in the 
belief that if any changes occurred in blood 
proteins the changes would be more apt to occur 
where pathologic processes were most severe. 
Pemphigus and arsenical dermatitis, of course, 
are not considered common dermatoses, but at 
Sellevue Hospital they occur in numbers that for 
purposes of the present study place them in the 
commonly occurring group. The cases of 81 
patients were studied (84 determinations). 

The table shows the diseases which were 
studied, together with the levels of total protein 
and of the serum albumin and serum globulin 
factions in each case. All calculations were made 
during the period when pathologic processes were 
at their height. In some of the cases of pemphigus 
repeated estimations were made during exacerba- 
tions or when death seemed imminent. 

With the technic of Greenberg * and Kingsley,’ 
estimations of total protein were made on the 
serum; thereafter, the albumin fraction was 
estimated after the globulin was salted out by 


22.2 per cent solution of sodium sulfate. 


COMMENT 

Although the facts governing the occurrence 
or the concentration of proteins in plasma are 
not known, it is now generally conceded that 
they play a much greater role in the body proces- 
ses than that of merely controlling plasma volume. 
This purpose is of course important. Moore and 
Van Slyke * found that serum albumin concen- 
trations below 2.5 per cent were usually asso- 

6. Greenburg, D. M.: The Colorometric Determina- 
tions of the Serum Proteins, J. Biol. Chem. 82:545, 
1929. 
7. Kingsley, G. R.:| A Rapid Method for Separation 
Serum Albumin and Globulin, J. Biol. Chem. 133: 
, 1940. 
8. Moore, N. S., and Van Slyke, D. D.: The 
Relationship Between Plasma Specific Gravity, Plasma 
Protein Content and Edema in Nephritis, J. Clin. Inves- 
tigation 8:337, 1930. 
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ciated with edema. Bruckman and Peters * found of the globulin and therefore more easj\ passes 
that in patients with malnutrition edema almost through the capillary wall, but the diffcrence 
always developed when the serum albuntin level not extreme. According to Weech 
was below 3 per cent. It is conceivable that albumin-globulin ratio of the serum is kyoy, 
edema which is not clinically manifest could be the albumin-globulin ratio of the transudat, 
be estimated by multiplying by 1.35. Goetts- 


present in persons with certain cutaneous dis- 
and Kendall *? also found this to be tr 


eases before vesicles or bullae became apparent, 


{/hbumin and Globulin Fractions of Serum in Grams per Hundred Cubic Cer 


Total Protein and . 
(81 Patients) 


Patient Total Protein Albumin Globulin | Patient Total Protein Albumin . 
Pemphigus Vulgaris Seborrheic Dermatitis 
Ss. C 2.5 2.8 4.9 3.1 
(3 days before death, Bs Bs 7.5 4.6 2 
4 months later ; 4.5 1.9 2.6 Da. abicehieeeckcsaaenes 7.5 3.2 4 
Ds. 7.1 2.9 4.2 
5.8 2.5 Psoriasis 
J.N 4. 2.5 1.8 6.7 9 
N. ¢ 4.6 2.6 2.0 C.M 6.4 3.8 9 
6.2 4.7 
Pemphigus Foliaceus W 6.0 4.5 
A.B 5.7 $2 G. 6.4 4.4 
(1 month later ; 6.7 2.9 8 +e 
Erythema Multiforme Bullosum 
4.3 
P.R. 7.3 3.3 4.0 4.1 
(1 month later) 5.7 2.7 Ih. 64 3 i 
H.Z 5.1 H.O 6.7 
6.1 ~4 
Lupus Erythematosus (Discoid) 
iative Dermatitis Following Arsphesam/ne SS 71 28 
L.M 79 1] 1 6.2 3.4 
H.B - 6 G. B. .. 8.5 4.3 
C.D 5.4 0 4 G.D 6.5 4 
>] 4 Atopic Eczema 
R. L 6.1 4.3 5 FE. I 6.0 6 4 
we 4.5 3.0 M I 6.4 3.7 
V.Z 6.0 29 l M.R 6.8 4.4 
Zoster 8.0 88 
M. G. 7.5 4.¢ 2.9 Pediculosis Corporis 
6.5 4.1 2.4 M.N ~ 9 
65 28 10 lays later 4.0 2.5 
75 30 W. B.. 6.6 4.1 2 
P. Z. .. 7.3 4.5 2.8 
6.9 3.0 3 
Seabies 
E.S 45 9 Dermatitis Venenata 
F. H.. 6.6 3.3 6.5 3.7 
0, 7.5 4.4 1 M. O.. 6.1 2. 8 
wc 44 7 6.4 3.6 28 
Z. T.. 6.9 3.8 1 6.5 3.7 
Dermatitis Medicamentosa Following Sulfathiazol Dermatitis Herpetiformis 
TR 65 34 31 |} H.L. 6.6 4.5 2.3 
65 3.9 2.6 Pityriasis Rosea 
M. B. .. 64 4.0 2.4 6.6 4.3 2. 
N. B. . 6.6 3.8 2.8 7.5 4.6 
possibly for long periods. The role of the Macleod * stated that although serum proteins 
globulins, except in immune reactions, is of lesser are not essential to life during short experimental 


consequence than that of albumin. Certainly this 
is true as far as maintenance of osmotic pr essure Fraction of Serum, in Harvey Lectures, 1937-193 
is concerned. No correlation between globulins Baltimore, Williams & Wilkins Company, 1938. 


and edema has as yet been discerned.’ It is true ae reaping Ps and Kendall, F. E.: Analysis « 
: ed Albumin an lobulin in Biological Fluids by 
that the albumin molecule is smaller than that Quantitative Precipitin Method, J. Biol. Chem. 109:22! 
1935. 
9. Bruckman, F. S., and Peters, J. P.: The Plasma 12. Macleod, J. J. R.: Macleod’s Physiology, 
Proteins in Relation to Blood Hydration, J. Clin. Inves- Modern Medicine, edited by P. Bard, ed. 9, St. Louis 
tigation 8:591, 1930. C. V. Mosby Company, 1941. 
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‘y probably have functions besides that 
water and salts within the vascular 
ccording to the work of Whipple and 
there 1s every indication that plasma 
labile 
may be used in metabolism. .\ dog 
protein-iree diet may be maintained in 
s equilibrium by plasma proteins ad- 


rm one part of a reserve of 


intravenously. 
ing to Macleod '* 
re formed in the liver. 
that globulin is formed in the reticulo- 
Possibly serum albumin may 
The 


both albumin and 


However, there 


system. 
med elsewhere than in the liver. 
of the formation of plasma proteins 1s 
rstood. It is known definitely that in 
eir concentration in the blood remains 
nstant. 
side, tends to lower the blood plasma pro- 


Repeated injection of acacia, a 


vels. From this it appears that the ten- 

the plasma proteins to remain at con- 
levels depends more on the fact that they 
lloids than on their protein composition. 
plasma proteins or of acacia 


tion of more 


removal of protein from the blood, pos- 
ty a reserve depot of labile protein, such 
supposed to exist in the liver. 
neerning the significance of serum albumin, 
has done a great deal of work. For 
when feeding dogs a low protein diet 


alories, 1.23 Gm. of nitrogen), he found 
inety days the serum albumin level had 
rom 4+ to 1 Gm. per hundred cubic centi- 


rsor lower. ‘Total protein fell in proportion, 
serum globulin remained singularly constant. 


vas the result entirely of decrease in the 
iraction. It took eleven weeks to produce 
ch fall as occurred during the first three 


ks, which shows that some process in the body 
heme called on to adjust and conserve the 


oteins. \ second curious fact concern- 


lepletion of albumin was that the rate of fall 


st entirely independent of the amount of 


yvdrate and fat ingested. A high carbo- 


rate and fat intake did not protect against the 


it did not 
If the dogs 


rotein in the serum); in fact, 
the depletion of protein. 
‘ed a low protein diet for only three weeks 
normal diet was resumed, a continuous 
albumin occurred. 


tant rise in serum 


gs were maintained for periods long 


ug) to threaten death and then put back on 


oot 


s, the serum albumin rose promptly 
»a slight degree. It took as long as 


s for the serum albumin to rise. to 
le, G. H.: Protein Production and Ex- 
Body Including Hemoglobin Plasma Pro- 


Protein, Am. J. M. Sc. 196:609, 1938 


PROTEIN [IN 


>) 


DERMATOSES 
normal levels. This, I believe, is evidence that 
the liver had probably been damaged by the long 
continued deficient diet and therefore required 
many weeks to regain its ability to synthesize 
plasma proteins. Myers and Keefer called 
attention to the fact that in syphilis when the 
liver suffers damage there is a constant low 
that a 
serum albumin level is associated with cirrhosis 
of the liver. 

The Leathern 
into play further opportunity for investigation of 


serum albumin level and constant low 


work of Levin and brought 
the metabolism of serum proteins and the effects 
that disease may have on the various avenues by 
which their synthesis may be influenced. Con 
versely, what effects may the abnormal synthesis 
of protein have on organs concerned in some 
phase of its metabolism? These investigators 
found that in hypophvsectomized rats there was 
a fall in serum rise in 
globulin, with a resultant fall in serum protein 
i serum 


albumin and a serum 


Thyroidectomy produces increase 10 
globulin but little if anv change in serum albumin 
Treatment of hypophysectomized animals with 
thyroxin prevents increase in serum globulin but 
does not inhibit fall of serum albumin. ‘Treat- 
ment of hypophysectomized animals with adrenal 
cortex extract or desoxveorticosterone toa large 
extent prevents decrease in serum albumin and 
has no effect on serum globulin levels. Diethyl- 
stilbestrol given to intact rats causes an increase 
in serum albumin levels, presumably by stimula- 
tion of the adrenal cortex. It has no effect on 
globulin. It would therefore, that the 
serum albumin level is maintained under adreno 
cortical influence and that the serum globulin 
level is associated with thyroid activity. After 
hypophysectomy a change in both fractions oceurs 
as the result of decrease in both adrenocortical 


seem, 


and thyroid activities. Could this possibly be 
the explanation for the use of adrenal cortex 
extract in the treatment of pemphigus or, rather, 
for the reported usefulness of adrenal cortex 
extract when used in certain cases of this 
Msease ? 

In the diseases I studied no change in either 
serum albumin or serum globulin was revealed 
which was consistent enough to be of any sig 
nificance except in pemphigus. Here there was a 
regular and consistent fall in the serum albumin 
fraction. Whether the same picture would obtain 
in a much larger series of cases is of course 
14. Myers, W. K., and Keefer, C. S.: Relation of 
Plasma Proteins to Ascites and Edema in Cirrhosis of 
the Liver, Arch. Int. Med. 55:349 (March) 1935 

15. Levin, L., and Leathern, J. H.: The Relation of 
Pituitary, Thyroid and Adrenal Giands to the Main 
tenance of Normal Serum Albumin and Serum Globulin 


Levels, Am. J. Physiol. 136:306, 1942 
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unanswerable now, but I believe that in my series 
the findings are of some real significance. The 
normal figures for serum protein and serum 
protein fractions vary somewhat from those re- 
ported by different authors. Lichtman ’® stated 
that a serum albumin level below 3.5 per cent in 
a patient with hepatic disease is of definite clinical 
significance. Groups of observations collected by 
Muntwyler '* showed values of 7 per cent for 
total proteins and 4.6 per cent for serum albumin. 
According to Salvesen,’* the highest and lowest 
figures for normal serum proteins are 7.76 and 
6.33 per cent; for serum albumin, 5.24 and 3.95 
per cent, and for serum globulin, 3.00 and 1.76 
per cent. Lichtman '* gave the normal range of 
serum albumin as + to 5 Gm. per hundred cubic 
centimeters of blood and of serum globulin 1.7 to 
3 Gm. From this study I believe it can safely 
be said that neither the serum albumin nor the 


16. Lichtman, S. S.: Diseases of Liver, Gallbladder 
and Bile Ducts, Philadelphia, Lea & Febiger, 1942. 


17. Muntwyler, T., in Piersol, G. M., and Bortz, 


E.L.: Cyclopedia of Medicine, Surgery and Specialties, 

Philadelphia, F. A. Davis Company, 1940, vol. 6, p. 430. 
18. Salvesen, H. A.: Plasma Proteins in Normal 

Individuals, Acta med. Scandinay. 65:147, 1926. 


serum globulin fractions in any of t! 
considered, save pemphigus, can be 
consistently abnormal by the figures 
vestigator. For pemphigus it is safe 1 
by all figures there is a decided and 
change in the serum albumin concentrat 
globulin fraction has not shown any c¢ 
abnormal change in any disease. 


SUMMARY AND CONCLUSIONS 

No change of significance in values 
protein, serum albumin and serum gli 
found consistently in any of the diseas 
sidered except pemphigus. 

A consistent and significantly lo) 
albumin fraction was found in each 
cases of pemphigus which I investigated 

In the differential diagnosis among the 
dermatoses which commonly present. pri 


ble 


(pemphigus, dermatitis herpetiformis and ery 


ema multiforme), a serum albumin level 
or less should point strongly to pemphigus 


My preceptor, Dr. Howard Fox, assisted 


guidance in the preparation of this paper. The 


material was obtained from the service of Dr. Fran 


Combes at Bellevue Hospital. 
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CONTACT 


LIEUTENANT EUGENE A. 


titis venenata from plants and trees is 
mmon in Australia. Among the plants 
known to cause cutaneous irritation are 
eweed (Cassinia aculeata), the stinkwort 
vraveolens ), parsnips ( Pastinacea sativa), 


‘he chilli bean (Capsicum frutescens), yams, 


rysanthemums, azaleas, the red bean ( Castano- 
serma australe), various species of Rhus and 
ers. The ragweed is not found in Australia. 
Showburghk,! of the botanical gardens in 
\delaide, in 1875 mentioned capeweed as being 
nasal and pulmonary irritant. This is well 
among the laity and the members of the 
edical profession. Derrick * in 1929 stated that 
ut 12 per cent of hay fever and asthma in 
istralia was due to the capeweed, particularly 
the country and in suburban areas. That 
peweed also causes dermatitis is less well 
wn. Farmer * reported 2 cases of dermatitis 
m this weed in 1941. In 1 of these the der- 
titis Was associated with hay fever, and in 
th the diagnosis was proved by patch tests. 
The capeweed (Cryptostemma calendulacea ) 
i the daisy family. It is a spreading herb 
th a rosette of leaves, deeply cut and with a 
ary underside. It looks something like the 
andelion weed which is common in Australia. 


The flowers, which are yellow and daitsy-like, 


ppear and pollenation occurs in the spring. The 
plant is a native of South Africa, as the name 
suggests. It was first introduced into West 
\ustralia and from there spread all over the con- 
tnent. It was recorded at King George’s Sound 
i 1833 and reached Freemantle in 1839. It had 
a good foothold in Western Australia by 1869. 

The purpose of this paper is to report 2 cases 
i capeweed dermatitis from Australia. 


This article has been released for publication by the 
Vivision of Publications of the Bureau of Medicine and 
Surgery of the United States Navy. The opinions and 

ews set forth in this article are those of the writer 
nd are not to be construed as reflecting the policies 
‘the Navy Department. 

; 1. Maiden, J. H.: Weeds of New South Wales, 
‘eric. Gaz., New South Wales 27:247-250 (April 3) 


101 


- Derrick, E.: Notes on the Causes of Hay Fever 
id Asthma in Australia, M. J. Australia 2:603-607 


t. & 1929. 


Farmer, P. W.: The Patch Test as a Means of 


Diagnosis in Contact Dermatitis, M. J. Australia 1:9-11 


4) 1941, 


DERMATITIS 


CAPEWEED 


DUE TO 
HAND, MC-V(S), U.S.N.R 


REPORT OF CASES 

Case 1.—C. J., a 42 year old private in the Australian 
army, was first seen on Oct. 22, 1943, with a chief com- 
plaint of a pruritic eruption on the face, neck, arms 
and legs associated with hay fever. 

For many years he had had hay fever in the spring 
of the year, from late October till about Christmas time 
Seven years ago he had had such a severe attack of 
dermatitis of the exposed parts of the body associated 
with this hay fever that his physician had advised him 
to leave the bush country and move into the city. He 
joined the armed forces in June 1942 and moved into 
camp in the Australian bush. A mild attack of derma- 
titis occurred from November till Christmas 1942; hos- 
pitalization for eight weeks was required. He was well 
then till October 1943, when the eruption recurred on 
the face and arms. This rapidly spread to the hands, 
neck, chest and legs. 

The past history disclosed no instance of allergy in 
a blood relative. 

Physical examination was essentially noncontributory 
except for coryza and a weeping dermatitis over the 
face, neck, cubital fossae, hands and popliteal spaces. 
The laboratory examination revealed a negative Kline 
reaction, normal urine and a white blood cell count of 
11,000, with 7 per cent eosinophils. 

During his stay in the hospital, the eruption rapidly 
improved with colloidal baths and wet compresses of 
solution of boric acid till the skin was felt ready for 
patch tests to try to find the causative agent. These 
tests revealed that the stalk and leaf of the capeweed 
elicited a negative reaction but that the flower elicited 
a violent local reaction and caused a general exacer- 
bation of symptoms. The general reaction was so severe 
that the patient’s condition was serious for several 
weeks, and he was in the hospital for many weeks. 
His symptoms slowly improved, and he was boarded 
out of the army late in December 1943. He was well 
and working as late as March 1944. 

Passive transfer tests with this man’s blood serum 
elicited a positive (4 plus) reaction with capeweed flower 
and capeweed pollen on two of three attempts. Results 
of passive transfer tests with the essential oil of the 
capeweed plant extracted with ether were negative on 
each attempt. As chrome dermatitis from the khaki 
uniform was extremely common, a passive transfer with 
5 per cent sodium bichromate was made and found to 
elicit a negative reaction. 


This man’s disease was a definite allergic hay 
fever and eczema caused by the capeweed pollen. 


Case 2.—B. K., a 38 year old private in the Australian 
army, was first seen on Nov. 2, 1943, with a chief com- 
plaint of an acute irritation of the skin of the forehead 
and the ears and about the eyes. 

This man had been living in various army camps for 
more than four years and had never had any cutaneous 
or allergic manifestation until five days prior to coming 
to the hospital. At that time he woke after a sleep in a 
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field covered with capeweed and noticed an irritation 
about the eyes and ears. This rapidly spread to the 
forehead and adjacent parts of the face. Application of 
calamine lotion locally was the only treatment applied 
prior to his coming to the hospital. 

Physical examination revealed essentially normal con- 
ditions except for a dry dermatitis on the ears, forehead, 
eyelids and adjacent areas. Laboratory studies showed 
a negative Kline reaction, normal urine and a normal 
blood count. 

Patch tests elicited the following reactions: capeweed 
flower, 4 plus; capeweed stalk and leaf, 3 plus; essen- 
tial oil of capeweed, 4 plus; essential oil of capeweed 
diluted 1 to 100, 1 plus; capeweed pollen, 2 plus; 
chrome-tanned hatband, negative, and 5 per cent sodium 
bichromate, negative. Results of passive transfer tests 
with this man’s blood serum were negative with cape- 
weed oil, capeweed flower, capeweed pollen and 5 per 
cent sodium bichromate. 

With use of local soothing compresses and salves 
the eruption cleared. No exacerbation was noted from 


the testing. The patient was returned to 
days. 

Immediately after being exposed to sunlight 
had several mild recurrences. Two ot tl 
weeks after the capeweed season had pass 
finally assigned to indoors work. 

In this case the dermatitis was du 
essential oil of the capeweed plant. his 
apparently sensitized the man to sunlig! 


SUMMARY AND CONCLUSIONS 

Two men with sensitivity to capewe 
admitted to an Australian military hospita 
man was hypersensitive to capeweed 
with hay fever and eczema as the clinical sym 

toms. The other had a local dermatitis | 
contact with the essential oil of the capewes 
plant. In the latter case the oil apparently se: 
tized the area that came in contact with sun! 
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EPIDERMOLYSIS 


the MAJOR SAMUEL I. 


MEDICAL CORPS, ARMY 


-s of disease change quickly in war- 
large numbers of men come under 
servation, many of them for the first 

e in their lives. In the past year, there 
heen frequent reports of cases of epider- 
sis bullosa among militarzied personnel. 
Baer! reported 2 cases, Frank * 1 

ks and Davis * 4 cases and Samitz * 

we. In all these patients the manifestations 
relatively mild and dystrophic changes were 


tal of 2,281 new patients seen in the 

» years at the dermatologic clinic of the 
hospital, Camp Croft, S. C., there were 
the simple type of epidermolysis bullosa. 

. is approximately 0.2 per cent of all derma- 
vic patients seen here and is, I believe, a 
er incidence for this condition than is gen- 


recognized. The clinical manifestations 
patients seen here corresponded closely 
those reported by the aforementioned ob- 


REPORT OF CASES 
\ 23 vear old white soldier was admitted 
station hospital on April 30, 1941 because of 
blisters of the soles and palms. The family 
evealed that his mother and two sisters were 
larly affected and that his father, five brothers and 
were not. His past history was noncon- 


esent illness began in early childhood.  Blis- 
eveloped at the sites of slight trauma; walking 
nsiderable distance produced blisters on the feet; 
ng tor long periods caused blisters on the right 
| forefinger. One attempt to ride a horse 
in bed for several weeks with large blisters 


mination there were six or eight pea-sized to 
zed bullae on the palms and soles. The bullae 
and filled with clear fluid. The remnants 
recently -ruptured bullae were evident, but no 
utaneous changes marked the sites of old 

Station Hospital, Camp Croft, S. C. 

M., and Baer, R. L.: Epidermolysis 
Hereditaria, Arch. Dermat. & Syph. 46:419 
- Frank, S. B.: An Unusual Variant of Epider- 
‘is’ Bullosa, Arch. Dermat. & Syph. 47:327 
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A. G., and Davis, M. I. J.: Epider- 
sa, Arch. Dermat. & Syph. 47:647 (May) 


* Samitz, M. H.: Epidermolysis Bullosa, Arch. 
mat Syph. 48:159 (Aug.) 1943. 


BULLOSA 


GREENBERG 
OF THE UNITED STATES 
lesions. No dystrophic changes were seen, and_ the 
Nikolsky sign was not elicited. A general physical 
examination and routine laboratory studies revealed 
normal conditions. 

With rest in bed the lesions healed without perma- 
nent residual changes. After he had walked about the 
ward, new bullae appeared on the feet. He was dis- 
charged from the service and left the hospital on June 


24, 1941. 


Case 2.—A 20 year old white soldier was admitted 
to the station hospital on Aug. 11, 1942 with a chief 
complaint of blisters on the feet recurring for many 
years. The family history revealed that numerous 
relatives were similarly affected. His grandmother and 
mother, two aunts (maternal), two brothers, one sister 
and three cousins (maternal) had the same condition. 
His past medical history was noncontributory. 

The present illness began in childhood. — Blisters 
would develop on the hands and feet after slight trauma 
but only in the summer months. Lesions did not appear 
on other parts of the body. 

On examination there were eight or ten dime-sized 
bullae on the soles, heels and dorsal surfaces of both 
feet. At the sites of recently healed lesions the skin 
was thin and pink. No residual changes marked the 
sites of old lesions. The Nikolsky sign could not be 
elicited, and the general physical examination revealed 
nothing significant. The patient was discharged from 
the Army on Sept. 8, 1942. 


Case 3.—A 25 year old white soldier was seen in 
the dermatologic clinic for recurrent blisters on the 
feet. The family history revealed that his mother was 
similarly affected. The patient stated that he believed 
that many members of his mother’s family had the 
same disease but did not know definitely. His past 
history was noncontributory. 

The present illness began at about 8 years of age. 
After walking any considerable distance, he would get 
blisters of the feet. This occurred only in warm 
weather. No lesions developed anywhere else. Exam- 
ination revealed about 6 pea-sized to bean-sized bullae 
on the heels, between the toes and on the tips of the 
toes. General physical examination revealed normal 
conditions. 

This soldier had been previously put on a limited 
service status for this condition at Fort Bragg, N. C., 
where the correct diagnosis had apparently been made. 
As he was unable to perform any but extremely lim- 
ited physical activity, he was discharged from the 
service. 

Case 4.—An 18 year old white soldier was seen in 
the dermatologic clinic on April 27, 1943 for recurring 
blisters on the hands and feet. The family history 
revealed that the patient’s mother, two sisters and one 
niece had the same condition. One sister was told by 
a dermatologist in Philadelphia that she had epider- 
molysis bullosa. The past medical history included a 
prolonged period of rest in bed for heart disease at 7 
years of age. 
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The present illness began in childhood. Blisters 
would form at the sites of relatively mild traumas, 


usually on the hands and feet. Occasionally blisters 
would appear on the neck after he had worn a starched 
collar. The patient stated that he believed that his 
skin was getting “tougher” and blisters did not form 
as readily as they did in childhood. 

Examination revealed eight to ten pea-sized vesicles 
No. dystrophic 
examination 


on the palms and about the ankles. 
changes were General physical 
revealed apical diastolic and systolic cardiac murmurs. 
The patient was discharged from the Army with diag- 
noses of (1) epidermolysis bullosa and (2) valvular 
heart disease, mitral stenosis and insufficiency. 


seen. 


Case 5.—A young white soldier was first seen in 
the dermatologic clinic on June 11, 1943 with a chiet 
complaint of blisters on the feet. The family history 
revealed that his mother and five of eight siblings are 
similarly affected. The past medical history was non- 
contributory. 

The present illness began in early childhood. Blis- 
ters form on the feet whenever he walks a distance 
greater than three city blocks at one time. This con- 
dition is worse in the summer. Infrequently, blisters 
appear on the hands after considerable trauma. 

Examination revealed ten to twelve bullae on the 
soles, between the toes and on the tips of the toes. 
The lesions varied from 1 to 5 cm. in diameter and 
were tense or flaccid. The fluid was clear in the new 
lesions and turbid in the old ones. The Nikolsky sign 
was not elicited, and no dystrophic changes were seen. 
Conditions observed on general physical examination 


were normal. The patient was discharged from the 
Army. 
COMMENT 
All 5 patients had the simple type of epi- 


dermolysis bullosa and had relatively mild mani- 
festations. No dystrophic changes were seen 


in any of them, nor were there any develop- 
mental abnormalities of the nails, hair or teeth. 
On examination lesions were present only on 
the hands and feet, and in 3 patients lesions 
were seen only on the feet. 


DERMATOLOGY 


AND SYPHILOLOGY 

Lesions occurred only in the su 
patients (cases 2 and 3), and in ano ; 
5) the eruption was worse in warm wear] 
The deleterious effect of warm weathe: 
patients may be due to the increased 
and consequent maceration of the feet 
that of the soldier with lesions on t! 
in the summertime, closely resembles 
of the patient reported by Frank. 

Of the patients seen here, all had inher}: 
the disease or the predisposition 
mothers. However, as few of the patients ha 
detinite knowledge of this disease in any 
their immediate relatives, too much significa; 
cannot be placed on this fact. 

Without the history, the diagnosis 
readily missed. Probably many cases 
epidermolysis bullosa never come ned} 
attention, especially in civil life. In the An 
however, the disease is disabling and will con 
to the attention of the medical officer. 1! 
feet of these patients after they had walked 
distance equivalent to two or three blocks look 
like the feet of many soldiers after their f 
long march of 15 to 20 miles (24 to 32 kil- 
meters). Apparently, this disease is essentially f*" 
a quantitative rather than a qualitative changefMs 
in the response of the skin to trauma. It sg 
possible that some persons who believe they hay: 
“tender” skins with a tendency to blister eas 
really have mild and atypical epidermolys: 
bullosa of the simple type. 


SUMMARY 
Five men with the simple type of epidermoly- 
sis bullosa were seen in a total of 2,281 new Hi’e 
dermatologic patients. This disease is probab! | 
not as uncommon as hitherto believed. On 3 
of the 5 patients warm weather had a deleterious Jur 
influence. 
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es giving a name to the syndrome, the 
lesions of pellagra have excited the 
‘ration and stimulated the speculations of 
Indeed, the 

place of 


enerations of pellagrologists. 
ations have often taken the 
htiul study of the exanthem, or pellagra- 
Several factors have delayed advance in 
eats vledge In times past, the diagnosis of 
Art lagra was ventured rarely except in the pres- 
e of well established the skin. 


study was preponderantly of end 


lesic ms of 


since dermatitis is uncommon in mild 
look | early deficiency. It is now known that the 
jr firs fcbanges in the skin may be indolent and _ that 
2 kijlo-ftey do not necessarily parallel the severity of 
disease. The demonstration by Spies? that 
change gossitis 1s a much more sensitive gage than 
It jf emmatitis in evaluation of therapeutic measures 
have fas properly turned the emphasis in early diag- 
* eas sis from the skin. As a corollary, it has 
molvsi me possible to recognize nicotinic acid defi- 
ncy before cutaneous lesions appear and by 
‘oper treatment to forestall them. It has also 
‘ermitted study of the skin during the stage of 
‘rmoly- Metered function, before the diagnostic lesions 
31 new develop. 


‘he morphologic changes of the skin have 
Un 0@ cen stressed rather than the physiologic dis- 
terious Hturhances. Early reports of the histologic altera- 
ns of the skin in pellagrous dermatitis were 
‘eading, for it has been shown recently * that 
type of change is found in the appar- 


ybab! 


Sallie 


nses of this study were defrayed by grants 
and Mary R. Markle Foundation and 
inds, Incorporated. 
of Cincinnati Studies in Nutrition at 
Hospital, Birmingham, Ala. From_ the 
ot Internal Medicine, University of Cin- 


part before the Central Society for 
arch, Chicago, Nov. 2, 1940. Reported 
J. A. M. A. 116:2431 (May 24) 1941. 
ninations were continued until August 
Relationship of Pellagrous Derma- 
t, Arch. Int. Med. 56:920 (Nov.) 1935. 
R.. Spies, F. D:, and: -Gooper,. Z:: 
Specimens of Pellagra, abstracted, Am. 

17:585, 1941. 
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the 


ently normal skin as in that involved in 
dermatitis, the difference being one of degree. 
This makes it desirable to attempt to find causes 
for the occurrence and characteristic localization 
of the dermal lesions. 

The normal physiology of the skin 1s not well 
understood. There is no method for studying 
separately the quantity of blood needed by the 
skin for local metabolism and the larger portion 
which is concerned with regulation of tempera- 
ture. Understanding of the main problems of 
cutaneous function will be facilitated by a technic 
for differentiating these factors. Another obstacle 
to progress has been the morbid’ fascination 
which sunlight has held as the exciting agent of 
pellagrous dermatitis. A series of conflicting 
opinions has been reviewed by Smith and Ruffin,® 
Spies * and Stannus.* The presence of lesions 
in areas not exposed to the sun demonstrates 
beyond doubt that sunlight is not essential in 
production of the dermatitis. On the other hand, 
no one denies that exposure to sunlight may be 
more detrimental to pellagrins than to normal 
persons, but, as Smith and Ruffin have shown, 
the majority of pellagrins under controlled condi- 
tions show “nothing to suggest an accentuation 
of the dermatitis or constitutional symptoms after 
exposure to sunlight.” 

In this connection, there is an important obser- 
vation which we have made repeatedly but which 
It is that 
the cutaneous lesions in different parts of the 


has not been emphasized by others. 


body are often in different phases simultaneously. 
They may be in the stage of early erythema on 
the arms and in the stage of desquamation and 
pigmentation on the legs. This is true both of 
pellagrins confined to bed and of those working 
in the fields. It brings into sharp focus the 
importance of local mechanisms superimposed on 

3. Smith, D. T., and Ruffin, J. M.: Effect of Sun- 
light on the Clinical Manifestations of Pellagra, Arch. 
Int. Med. 59:631 (April) 1937. 

4. Sores, BD, in. 
Medicine, ed. 5, Philadelphia, W. B. Saunders, 
p. 624. 

5. Stannus, H. S.: Pellagra: 
Trop. Dis. Bull. 34:183, 1937. 


Textbook of 
1940, 


Theories of Causation, 
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the background of systemic humoral defects 
resulting from chemical deficiencies as determi- 
nants of the cutaneous lesions. Since the blood 
is uniform at a given time, discrepancies among 
the lesions must result from causes purely local. 

For these reasons, it occurred to us that 
valuable information might be obtained from a 
study of pellagrous lesions of the skin in which 
there was a decided asymmetry or in which only 
one side of the body was involved. This report 
embodies results of such an investigation of our 
patients with pellagra, of a survey of reported 
cases and of an attempt to reproduce similar 
lesions under experimental conditions. 


ANALYSIS OF CASES 
MATERIALS AND METHOD 


Our records of pellagrins with dermatitis have been 
reviewed. All pellagrins seen in the Cincinnati Gen- 
eral Hospital and in the nutrition clinic of the Hillman 
Hospital during the years 1940 and 1941 have been 
subjected to careful scrutiny for atypical distribution 
of cutaneous lesions. We have detailed records of 889 
pellagrins ® with dermatitis, from which 32 examples 
of unilateral -or asymmetric dermatitis were obtained. 
Many additional records could not be evaluated in this 
respect and were not included. This may account in 
part for the fact that asymmetric lesions occurred in 
the relatively high incidence of 3.4 per cent. 

Because symmetry in distribution has been considered 
a criterion for a diagnosis of pellagrous dermatitis, we 
have used great caution in establishing the pellagrous 
nature of the lesions under consideration. All patients 
gave a history of a grossly deficient diet or of some 
disease interfering with nutrition. All had typical pel- 
lagrous glossitis. Many had been seen previously or 
have been seen subsequently with typical symmetric 
dermatitis. Several had characteristic symmetric pel- 
lagrous lesions in other areas at the same time the 
atypical cutaneous lesions were observed. In all patients 
treated, the response to nicotinic acid or other specific 
therapy was characteristic of pellagrins treated by such 
therapy. We have not included records of patients with 
dermatitis on one side in whom a symmetric lesion 
developed on the other side days or weeks later. This 
is not rare? 

REVIEW OF REPORTED CASES 

Exceptions to the usual symmetry of pel- 
lagrous dermatitis have been observed repeat- 
edly. In the first published description of mal 
de la rosa, or pellagra, Francois Thierry * re- 

6. These include 113 cases from Cleveland (1930 to 
1935) and 246 cases from Cincinnati (1935 to 1941). 

7. (a) Sydenstricker, V. P., and Thomas, J. W.: 
Some Factors in the Etiology of Pellagra, South. M. J. 
30:14, 1937. (b) Roberts, S. R.: Pellagra of Today, 
Internat. Clin. 1:65, 1929. (c) Bass, C. C.: Pellagra, 
M. Clin. North America 9:869, 1926; 12:1181, 1929. 
(d) Goldberger, J.: Pellagra: Its Nature and Preven- 
tion, Pub. Health Rep. 42:2193, 1927. 

8. Thierry, F.: Description of a Malady Called 
de la Rosa, J. de méd. chir. et pharm., Paris, 


marked that the lesions “do not alwa) 
the two hands; sometimes one sees ty 
hand alone and on one foot; sometimes 
hands and one foot.”” There are 


in the extensive foreign literature fo: 


two hundred years reviewed by H. F. Har; 


The first American case was reported hy \ 
nell,’” who saw a pellagrin with hemipleg 
paralyzed hand had escaped involvement 
the normal one had a severe dermatitis 
Hyde reported a similar case obse: 
Zeller.'! This case may have been 

the report by Siler and Nichols.'* Bass 


noticed asymmetric lesions along t 
{ 


superficial veins in the arms. He menti 


the role of irritation, pressure, heat 
well as the more familiar sunlight 
posing to the localization of the 
stressing the imp 
recognizing atypical pellagra, remark 
It may be stated as the rule, that if tl 
land or one foot, one elbow, one knee, 
neck, one cheek, or the lid of one eve 1s 
the corresponding part of the other side 
or soon becomes, similarly affected, and 
almost exactly the same extent. This 

is not without many exceptions. It must : 


assumed, therefore, that the possibility of pellag 


necessarily excluded because the back 

of one foot, or of one side of the neck alor 
be involved, or is involved to so slight an 

be almost nothing in comparison with the 


Spies and Cooper,’*® in a general discusstot 


the problem of diagnosis, presented two p! 


graphs of asymmetric dermatitis. In 1 oi 


ser 


vations on atypical cutaneous lesions scatter, 


patients the elbow regularly used for support 


bed was far more extensively involved 
ether. Roberts '* has recorded other cases 


In books and articles on pellagra there a 
illustrations of lesions which are unilatera 


which show extreme asymmetry. Sever 


in the textbook of Deadrick and Thompso 


9. Harris, H. F.: Pellagra, New Yor! 
millan Company, 1919, 

10. McConnell, H. E.: Some Facts 4 
of Pellagra, Tr. Nat. A. Study Pellagra 1:-0- 

11. Hyde, J. N.: Pellagra and Some ot Its P: 
Am, J. M. Sc: 28821, 1910. 

12. Siler, J. F., and Nichols, H. J.: k& 


Investigation of Pellagra in Illinois 


Pellagra Commission, in Report of the P 
mission of the State of Illinois, Illinois >t 
p. 44. 


13. Spies, T. D., and Cooper, C.: T! 
Pellagra, Internat. Clin. 4:1, 1937. 

14. Roberts, S. R.: Pellagra, ed. 1, St 
Mosby Company, 1912, p. 130. 

15. Deadrick, W. H., and Thompso: 
Endemic Diseases of the Southern States, 
W. B. Saunders Company, 1916. 
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. found in the article of Prados y Such."® 
-'* recent text there are many such 
some of experimentally induced lesions 
i od several of spontaneous ones, without any 
stten, ndicat of the attendant circumstances. In 1 
t appears that the lesion developed in a 
la cA ~ince some of the reports of unilateral 
Met Sons or lesions with extreme differences be- 
ae ry e two sides are in articles not on pellagra, 
ert -;s probable that others have not been uncovered 
ar St arch of the literature. One of interest 
e report of Bennett, Hunter and Vaughan '* 
tient with secondary pellagra with the 
ititis on a single ankle. 
Stannus ® has summarized the circumstances 
nt ior localization of dermatitis in various 
the skin in pellagra: 

regard to the distribution of the exan- 
agra may be stated, in reality, quite simply 
ippear to have escaped the observations 
igrologists. The exanthem tends to appear 
eas of skin which, in any particular indi- 
undergone certain changes as the result 
the past of traumata of various kinds 
lar radiation, exposure to cold, friction, 
irritants, etc. This of course is true of the 

ns in other diseases, 


his discussion, he calls attention to two points: 
lag rst, histamine-like substances, released in re- 
nse to repeated noxious stimuli, may damage 
area in the skin permanently and leave its 
ssels in an unresponsive state..° Such a 
gion may become involved in a dermatitis in 
event that pellagra subsequently develops. 
oe secondly, the agents producing this damage to 
skin are altogether nonspecific. 
Regarding solar influences it is conceivable on 
lan prior! grounds that sunlight disturbs the skin 
at least four ways: 1. It may work through 
specihc photosensitizing agent. 2. It may 
tra estroy material in the skin essential for normal 
| tion (riboflavin). 3. It may harm the skin 
‘rough the liberation of substances, like hista- 
ne, Which damage the small vessels and lead 
permanent abnormalities in local circulation. 
Finally, the heat from solar radiation may 


+ 


rate metabolism of the skin to the point 


+} 


e function of exchange of energy, medi- 
ugh respiratory enzyme systems, fails. 


y Such, M.: Pathogenesis, Clinical 

‘ ind Treatment of Pellagra, Klin. Wehnschr. 
: 1929 

is, S.: Clinical Pellagra, St. Louis, C. V. 

pany, 1941. 

tt, T. I.; Hunter, D., and Vaughan, T. 

ithic Steatorrhea (Gee’s Disease), Quart. J. 
25:03, 1932. 

. T.: The Blood Vessels of the Human 

their Response, London, Shaw & Sons, Ltd., 


LESIONS IN PELLAGRA 


Though there has been a prolonged contro- 
versy over the part played by solar radiation in 
causing pellagrous dermatitis,°’ it 1s generally 
conceded to be a nonspecific irritant. A photo- 
sensitizing agent has not been demonstrated to 
be present in pellagrins with dermattis and 
absent from pellagrins without dermatitis. It has 
not been shown that riboflavin or other sub- 
stances known to be destroyed by sunlight spe- 
cifically affect the dermatitis of pellagra, though 
they are probably important in cutaneous func 
tion. Unpublished observations *! on the skin 
during the prodromal period, before the earliest 
signs of pellagrous erythema appear, indicate that 
the minute vessels are in an abnormal state. 
[Local vasomotor instability exists, characterized 
by objective and subjective coldness, excessive 
sweating, increase in the normal vascular pattern 
of mottling, failure of the usual triple response 
to irritants ’® and presence of cyanosis im an 
area in which the erythema and dermatitis latet 
develop. Some of those changes have been 
cbserved as residua of dermatitis '' but have not 
been noted in the predermatitis stage of pellagra. 

The following section is devoted to an analysts 
of cases of pellagra with asymmetric cutaneous 
lesions studied during the period when our 
especial attention was directed to any atypical 
localization of the manifest dermal changes. 
Unless specifically noted, the patients were seen 
in the nutrition clinic at the Hillman Hospital, 
in Birmingham, Ala. 


REPORT OF PERSONALLY OBSERVED CASES 


These brief reports present the cases of 
patients specially studied during 1940 and 1941. 
In all but 2 cases local disturbances in structure 
or function were found in association with the 
unusual distribution of cutaneous lesions. While 
these cases do not indicate a specificity of under- 
lying changes, they are compatible with our gen- 
eral conception of the fundamental pathogenesis 
of pellagra. 


UNILATERAL DERMATITIS ASSOCIATED WITH 
ASYMMETRIC VARICOSE VEINS 

Case 1—A. D., a white woman aged 43, had her 
first attack of pellagra in 1937 shortly after the birth 
of the last of nine children. During the middle of 
May 1940, she noticed that her legs ached and burned 
Physical examination revealed that the skin of her 
face and neck was pigmented and rather rough over 
the nasal and malar regions. There was acute glossitis. 
Behind her right knee there were many varicose veins 
involving the whole lower part of the right leg down 
to and including an area in which there was decided 
20. Spies.1 Smith and Ruffin. Spies.* Stannus.’ 

Sydenstricker and Thomas.7* Roberts.*» Thierry.% 
21. Bean, W. B.; Spies, T. D., and Vilter, R. W.: 


Unpublished data. 
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pigmentation. There was extensive pellagrous derma- 
titis on the right ankle and the dorsum of the foot. 
The left foot was not involved (fig. 1). 

Case 2—L. L., a white woman aged 42, had her 
initial attack of pellagra twenty-two years previously. 
She was seen first during a relapse in the spring of 


Fig. 1—A. D. (case 1). The severe nature of the 
varicose veins on the right leg is shown. The dif- 
ferences in the two legs may be noted by comparing 
the shadow cast by the right calf with the silhouette 
of the left calf. Pellagrous dermatitis is present on the 
right foot and ankle, while the left is spared. 


1938, with symmetric dermatitis. During the interven- 
ing time, the varicose veins in her left leg increased 
in size and became painful. In April 1940 she began 
to notice burning and stinging of her tongue and an 
itching sensation of the skin of the left foot and ankle. 
There was typical acute glossitis. When she was seen 
on June 26, 1940, the examination showed on the lateral 
aspect of the left leg and ioot macerated peeling skin 
with some increase in pigmentation. This was on the 
side with the varicose veins. The arms showed sym- 
metric erythema, which went on to desquamation ten 
days later. The unilateral lesion took more than a 
month to heal. 


Case 3.—A. F., a white woman aged 64, had her 
first attack of pellagra sixteen years previously, after 
an abortion. She was first seen on May 25, 1940, with 
dermatitis on her legs and feet, which had begun three 
weeks before. She had a slightly red tongue and many 
of the nervous and mental symptoms of pellagra. 
Examination of the skin showed that on the back of 
the right leg just below a large superficial knot of 
varicose veins there was an area in which the skin, 
peeling centrally, was surrounded by a= shiny and 
wrinkled red area. On the dorsum and sides of both 
feet the lesions were symmetric. 


Case 4—A. B., a white woman aged 42. 2 
had her initial attack of pellagra at the age 5 | 
a recurrence every spring subsequently, with 
tion of four or five years during the early ; f hy 
married life. The subsequent outbreaks | 
were closely related to lactation and pregna: 
had alternated continually until three years re 
came under observation. She had glossitis 
she was first seen. The erythema which was 
on her arms began in May, two weeks late: 
lesions on her leg. Encircling the left leg 
handbreadth above the ankle ior a_height 15 
was a fairly sharply localized pellagrous 
occupied an area of the skin part of whicl 
involved in an old varicose ulcer. The left 
still slightly larger than the right, and _ ther: 
dence of much more extensive varicosity 
leg than in the right. Typical symmetric 
occurred on the back of the feet. 


Case 5.—Z. S., a white woman aged 46, was 
in the pellagra clinic in Birmingham, Ala., o1 


1940, with an asymmetric lesion on the calf of th 
(fig. 2). This lesion developed in an area drain 
by varicose veins. She had asymmetric lesions on t 


ankles and on the dorsa of the feet and hands. as 

as characteristic glossitis. The lesion on the right ca 
healed spontaneously during a remission when all other 
cutaneous lesions healed. 


These cases illustrate a form of local circula- 
tory disturbance which disposes the skin to pel- 
lagrous dermatitis. Varicosities and chron 
venous stasis, with cyanosis and coldness in the 


Fig. 2—Z. S. (case 5). Unilateral les: 
right calf. Varicose veins can be seen above 
dermatitis. Symmetric patches of dermatitis 
seen between the achilles tendon and_ th 
malleolus on both ankles. 


involved region, were commonly preset 
dermatitis developed. The lesions we 
served were typical of pellagrous derm 
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ha jy ] ipstance had there been a varicose ulcer. 
5, had fH \\e have naturally speculated about the changes 
ry. ch occur in many nonpellagrous persons with 
Nees veins whose skin may exhibit pigmen- 
esquamation, edema, necrosis, ulcer for- 
re she tion and “eczema.” While it is possible that 
xemia or a reduction in the functional ca- 

ity of respiratory enzyme systems may ulti- 

stely »roduce identical changes, our clinical 
ID ct hservations give us no means of discriminating 
hetween a specific (enzyme) and a nonspecific 

<ygen) deficiency. Preliminary studies on the 

icotinic acid treatment of patients with trophic 

hanges secondary to varicose veins but with- 

bvious dietary deficiency have not been 


encouraging. 


ty 25 ASYMMETRIC DERMATITIS INFLUENCED BY 
€ itz TRAUMA, PRESSURE AND _ IRRITATION 


Case 6—N. M., a white woman aged 46, had had 
menopausal disturbances for six months before 
ried to commit suicide by the ingestion of mercury 
ide on July 27, 1940. During the following 

he experienced severe diarrhea and vomiting, 
4 stomatitis and glossitis, typical of pellagra, de- 
ped. It was found that she had dermatitis only on 


nt 


rcula- 
ail r right elbow, on which she supported herself in bed. 
I ter treatment with nicotinic acid, all lesions of 
IFO! igra disappeared. 
ti 
: Case 7—N. B., a white woman aged 40, was first 


vamined in the clinic on April 24, 1940. At that time 
t was observed that she had active pellagrous derma- 
tis symmetrically located on the knees, legs and feet, 
exfoliation and pigmentation. In addition, she had 
moderate peripheral neuritis. The lesions of the feet 
aled readily without any specific therapy. Early in 
ily dermatitis of the hands and fingers developed. 
is was particularly noticeable on the left ring finger, 
ere, underneath a plain gold ring, there was a 
led accentuation of the lesions which occurred on 
e hands. This area had not been exposed to sunlight, 
fa t the patient frequently moved the ring around be- 
iuse of her nervousness and the itching of the finger. 
en the ring was removed, the lesions healed spon 
isly in seven days, whereas the dermatitis on the 

- ands did not clear until ten days later. 


M. H., a Negro woman aged 35, had had 

1 a number ot years. This had prevented her 
btaining regular work as a servant; hence her 
had become progressively poorer. Her first attack 
ellagra developed after she had fallen into a fire and 
burned during an epileptic seizure. She was seen 
1940, having had outbreaks of pellagra each 

‘ing tor the last three years. It was noted that the 


dermatitis was particularly severe on the 
ght and was only slight on the left. The right 
t een injured on numerous occasions because of 
nature of the convulsions and had been burned 

ks prior to her attack of pellagra. 
W.S., a Negro man aged 34, was admitted 
lical service of the Cincinnati General Hos- 
a diagnosis of thyrotoxicosis and pellagra, 
19, 1940. This patient, in addition, had signs 
mgestive heart failure, cyanosis, high venous 
nd bilateral hydrothorax but no_ peripheral 
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edema. There was symmetric pellagrous dermatitis on 
the back of the forearms and hands, terminating ab 
ruptly 1 inch (2.5 cm.) above the wrist. In preparation 
for a thoracentesis, the right side of the patient’s back 
was painted with tincture of iodine, which was only 
partially removed with alcohol. On the day after this 
procedure, an area of erythema developed; it subse- 
quently showed slight vesiculation and went on_ to 
desquamation, leaving a deeply pigmented area. This 
faded and the symmetric dermatitis healed after treat 
ment with nicotinic acid. The congestive heart failure 
was relieved by appropriate measures. The lesion was 
considered to be characteristic of pellagra and not an 


iodine burn. Subsequent application of iodine in a 


Fig. 3.—E. B. (case 10). Indurated scar on the right 
thenar eminence and dermatitis on the forearm of the 


same side. 


similar manner failed to evoke a lesion on a symmetric 
area on the left side of the trunk (see also case 12). 


Case 10.—D. B., a white man aged 45, had had epi- 
lepsy for eight years, had not worked and had had an 
entirely inadequate diet. His chief complaint at the 
time of admission to the hospital, April 10, 1940, was 
severe pain in the legs which had begun during the last 
week in February. At that time he also noticed that 
the skin of his arms was red and had been itching and 
stinging for several days. He had a weakness of the 
right side of the face and ptosis of the right eyelid. 
The left arm in the region of the anterior aspect of the 
elbow had an area of dense scar tissue which involved 


the insertion of the biceps muscle. The scar prevented 
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extension of the elbow beyond an angle of 145 degrees. The mechanisms involved in this type of local. 
As a consequence, he was dependent for certain things sation are obscure. It mav be that respirator 
entirely on the use of his right arm, and he was accus- ily inhil 
tomed to support himself in bed on his left elbow. I inn by 
The dermatitis involving the left elbow was much ‘tections. Equally plausible is the suggestior 
more extensive than that involving the right elbow. that the local heat increases the metabolic os: 


of proportion to the available supply of bj e 
with circulating enzymes at a diminished eye! 
Circulation may be impaired by the inflamimaton 
edema, and thus another predisposing 


The lesions on the forearm were practically symmetric. 
This was his first attack of pellagra. 

These cases show the various types of trauma, 
including pressure, friction, local irritants and 


burns, and the resulting scars and contractures added. 
which may predispose to localization of pel- PARALYSIS 
lagrous dermatitis. They demonstrate the multi- Case 13.—G. P., a Negro man aged 49 


admitted to the neurologic service of the Hi 
Hospital on July 3, 1940, with an acute psychosis. His 
past history revealed no previous attacks of pellagrs 
Three before his admission, he | 1] 
presumably during a bout of intoxication 

broken his neck. This resulted in total 
the leit arm and some paresis of the right arm, His 
diet had consisted almost entirely of corn | al 
bage, turnip greens and molasses. He was former 
addicted to alcohol, though since his accident a 
drunk relatively little because he was unable to by 
liquor. The patient was given the hospital diet o 
admission, and within four days the psychosis cleare 
completely. When he was seen in consultation at that 
time, it was noted that there was an 
dermatitis over the arms; on the right arm it extend 
on the radial surface of the forearm from just aboy 
the wrist to the elbow and on the arm to and including 
the shoulder. The lesion of the left arm did not 
extend below the elbow and involved only a relative! 


plicity of external agents which may be of impor- 
tance. The well known avascularity of old scars 
may constitute an additional predisposing cause. years 
INFECTION pat 
Case 11.—E. B., a Negro woman aged 47, had pel- 
lagra for the first time in 1937. In 1939 she was in 
the Hillman Hospital with dermatitis of both arms. On 
May 20, 1940 she was found to have pellagrous glossitis 
and dermatitis on one arm only. Five weeks before she 
was observed, she had broken off a needle in the thenar 
eminence of her right hand. She had made numerous 
attempts to remove this fragment, and a physician had 
made two attempts. None was successful. Two weeks 
later her hand became sore, her arm began to swell, red 
streaks developed, and she noticed “knots” above the 
elbow and in the axilla. During that time she had fever 
but did not have any chills. Three weeks before she 
was observed and almost immediately after the swelling : le 
ae : small area on the lateral portion of the arm. It di 
and soreness extended up her arm, she noticed that the : : : 
she é‘ i - not include the shoulder or any of the anterior aspect 
skin had a reddish appearance and burned. The derma- pias aia 
of the chest. The tongue was remarkable for 
titis was on the right forearm only. In the thenar area - : ; ; 
: = > number of hypertrophic papillae with red centers 
of her right hand there was a wrinkled scar about 2 cm. . 
the anterior part. The legs showed dry scaling 
long. The dermatitis was healing spontaneously at the 
al dermatitis, which was symmetrically disposed exce 
lossitis, that it involved a scarred area of the left leg while th 
continued to heal uneventfully without specific treatment corresponding area on the right leg was clear. 
(he. 3). 


asymmetri 


Though all reported examples of asymmetric 


Case 12—W. T., a Negro woman aged 40, was 
pellagrous dermatitis accompanying paralysis 


operated on at the Hillman Hospital on July 14, 1939 
for appendicitis and tubo-ovarian abscesses. During 
the postoperative course there was a septic type of 
fever. Large quantities of dextrose were given daily 
by infusion, and practically no food was taken. Three 
weeks after the operation, sore throat, sore tongue, 
sore lips, excessive salivation, edema and severe pain 
in the legs developed. When she was first seen, in 
consultation, we found that she had cheilosis and der- 
matitis as well as peripheral neuritis. Surrounding the 
unhealed and infected wound and in the areas covered 
with adhesive tape the skin was erythematous and 
macerated. After removal of the adhesive tape, the 
lesions of the skin underwent a series of changes, in- 
cluding erythema, blister formation, desquamation and 
pigmentation, characteristic of pellagra. She was treated 
with large doses of nicotinic acid, riboflavin and _ thia- 
mine hydrochloride and within two days had made a 
dramatic improvement; within a week the lesions had 
healed completely, with the exception of the operative 22. Stiirup, G.; 
wound, which was now clean and had healthy granula- Carmichael, E. A.: Vasomotor Responses in Hem 
tion. She made a complete recovery and was discharged plegic Patients, Brain 58:456, 1935. Ellis, | 
less than a month after vitamin therapy was begun. and Weiss, S.: WVasomotor Disturbance a! 


have been observed in persons with hemiplegia 
on the basis of cerebral damage, in this instance 
it followed a lesion of the spinal cord. There was 


tu 


no evidence that the flow of blood to the tw 
arms differed grossly. Indeed, on this point the 
literature gives two divergent opinions.~* The 
arterial pressure was the same in the two arms, 
as was the temperature of the skin. It seems 
probable that the difference in exercise, irritation 
and trauma in the two arms favored localization 
of cutaneous changes in the active side. 


UNEXPLAINED EXANTHEMS 
Case 14—J. H. B., a white man aged 53, ! 
addicted to alcohol for many years. He was 0s 
on June 17, 1940 when he was admitted to the hospi 


Bolton, B.; Williams, D. 


The subsequent application of adhesive tape did not 
produce a cutaneous lesion. 


Associated with Cerebral Hemiplegia, Arc! 
& Psychiat. 36:362 (Aug.) 1936. 
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ability to walk properly and impending 
mens. He had on both forearms the red 
aE - jesions of pellagra, which were much more 
) oe the left than on the right arm. During 
€stior next veeks, the lesions healed without becom- 


lood ee 15 —C. S., a white man aged 52, had his first 


rra in 1930, and there had been recur- 


| 


Ma 
— g. 4—This patient had pellagra and congestive 
as itt failure. The photograph reveals the swollen face. 
especial note 1s the lesion confined to the right iore- 
metr mand more extensive on the right elbow than on the 
a It was this patient’s habit to lean on her right 
alVsis in hed 
ipleg 
stance s every year subsequently. The dermatitis, con- 
re was med to his hands, began in May 1940. It was 
e ty vrved that the left hand had early desquamation 
nt the n the proximal metacarpophalangeal joints 
TI creas the dorsum of the right hand was involved 
Tsally Chese lesions responded without specific 
arms 1 ent and did not become symmetric. 
seems 
‘tation \o local predisposing conditions could be 
ae ind in a careful study of these cases. They 
ve compared with the cases of pellagra in 
‘tsons addicted to alcohol reported by Gemma,** 
‘and Harris.® 
bsery COMMENT 


1 


le shows a comparison of the distur- 
es ambulatory and in bedfast patients. 


4 ma, A. M.: Clinica dermatologica rurale, 

rit mal. ven., 1875, p. 202; cited by Harris.® 

= 1, in Vendrani: Sui sintomi psichici della 
a, 1905; cited by Harris.9 
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The most striking difference is that lesions asso- 
ciated with unilateral varicose veins of a severe 
kind occurred only in ambulatory patients, in 
whom venous stasis was naturally prominent. 
Only patients confined to bed had lesions on one 
elbow. These were associated in each case with 
a tendency to rest on the involved elbow. 

Many disorders of structure and function were 
found in association with asymmetric or uni- 
lateral cutaneous lesions of pellagra. One com- 
mon denominator may exist in this multifarious 
assortment, namely, a disparity between the need 
for and the supply of blood in a specific area. 
\ decrease in blood supply may be demonstrated 
in scars, whereas irritation, trauma, pressure and 
local inflammatory reactions are usually associ- 
ated with a local increase in circulation, 

If, for the purpose of discussion, it is assumed 
that the biochemical lesion underlying all mani- 
festations of pellagra resides in a reduced or dis- 
ordered function of respiratory enzyme systems 
essential to proper combustion of carbohydrates, 
one has a suggestive explanation for these atypi- 
cal exanthems. The basic physiochemical change 
in those areas of asymmetric dermatitis appears 
to be anoxia of greater or less degree. ‘The 
fundamental physiochemical disturbance in pella- 
gra may be considered to produce a state equiva- 
lent to anoxia. In either case, there is a failure 
of some phase in the series of oxidative reactions 
by which carbohydrates are broken down with 
the liberation of energy, whether from want of 
oxygen or from deficiency of the enzyme systems 
which mediate its effective utilization.*° 


Types of Asymmetric Dermatitis Patients 
with Pellagra 


In In Reported 
Ambulatory Bedfast in the 
Patients Patients Literature 
Lesion worse on one elbow and 
on wrist of same arm......... 0 1 Yes 
Associated with varicose veins.. 5 0 No 
Following initiation of opera- 
In nonparalyzed hand or arm 
(in patients with hemoplegia) 0 1 Yes 
Cause not determined........... 2 2 Yes 


The knowledge of the therapeutic virtue of 
nicotinic acid and its amide for canine black- 
tongue and human pellagra revived interest in the 
functions of coenzymes containing nicotinic acid 
amide.“° Though it has not been demonstrated 

25. Bean, W. B.; Spies, T. D., and Blankenhorn, M. 
S.: Secondary Pellagra, Medicine 23:1, 1944. 

26. Kohn, H. F.: The Concentration of Coenzyme- 
like Substances in Blood Following Administration of 


(Footnote continued on next page) 


sn 
4 
1 K 4 
r — Py 
4 
is. Hie 
} 
H 
e ha / 
nmetri 
1 
cluding 
aspect 
for th i 
Ls 
ters 
fess? 


342 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 

beyond cavil that pellagra is caused by a quali- noxious effects of ischemia. That lowering , 
tative or quantitative deficiency of such respira- temperature retards them seems to be wl! est, 
tory enzymes, there is much indirect evidence ofan _ lished.** Heat was applied locally by a ¢9, 
association between a reduction of these enzymes mercial rubber electric heating pad.*° ef 


and clinical deficiencies of the vitamin B complex. | was made to insulate against loss of heat, prey, 
Whatever is the essence of this relationship, it is evaporation of sweat or control the enyjrop. 
apparent that local disturbances of structure and mental temperature and humidity. ie heat 
function of the cutaneous surfaces leave areas for was applied twice daily for periods of varying 
which the pellagrous exanthem has a predilec- length, usually begining three hours aiter mea). 
tion. It is not possible to say whether the It was hoped that this procedure would prod, 
organic changes leading to anoxia are specific in| metabolic changes of such a nature as not to jy 
their faculty of predisposing to localization of counteracted by the ensuing reactive hyperen 
the pellagrous dermatitis or whether they merely Reduction of circulation was effected by ty 
disturb some function in a nonspecific manner. methods. One consisted of use of a pneuma: 
It is interesting that in this group of cases of tourniquet attached to a mercury manomete: 
unusual manifestations there was none in which with the pressure about 100 mm. of mercu; 
sunlight was a factor. One-sided exposure to above the systolic blood pressure. This cays 
sunlight or to wind leading to asymmetric derma- some pain, but the limiting factor was the oc 
titis has been noted by several British authors, rence of a neuropathy, involving both senso; 
among whom is Plunkett.2* Our cases demon- and motor nerves, ending after a few hours 
strate the nonspecificity of circumstances favor- few days, depending on the degree and durat; 
ing the localization of pellagrous dermatitis. In of heat and ischemia. We are using this met! 
most of them we found conditions which might mow in a study of the relation of diet and vita: 
lead to inadequacy of the blood supply for local factors to this type of induced peripheral neur- 
needs, as compared with the control furnished by pathy. A simpler method was to use the heating 
the opposite side of the body. The exquisite pad on the forearm or calf held down by a weig 
symmetry of pellagrous dermatitis normally Consisting of two sand bags connected by a pir 
occurring on the two sides of the body probably of cloth 10 inches (25.4 cm.) square. The weig 
depends on the similar nerve and blood supply ©! the pad plus the sandbags was 3¥2 pou 
and the equal risk of the two sides to the ordinary — ' 1.6 Kg.). When the weight had sesanoan 
traumas of everyday wear and tear. When ‘he on leg lor one-half hour without heat 
organic or functional disturbances destroy this occurred 
geometric balance between the two sides, the that 


ischemia of the skin at least. No hyperet 
dermatitis of pellagra may localize in bizarre 
. appeared in the hand or foot, no neuropat 
patterns. 


developed and there was no severe pait. 
We selected 3 healthy men and 2 women | 
Analysis of the conditions under which asym- — yormal controls and 3 men and 3 women 


EXPERIMENTAL STUDIES 


metric lesions of the skin spontaneously devel- pellagra at various stages of relapse and rem: 
oped led us to suspect that an inefficient blood — sion for experimental subjects. In none 
supply might be a strong predisposing factor. healthy subjects, whether ambulatory 
We therefore decided to reproduce, as nearly as in bed, was any significant change, sul 
we were able, similar conditions in normal and or objective, induced by this procedure { 
pellagrous subjects to determine whether such Ods ranging from six days (five hours ‘ 
controlled factors would determine localization ined heat and ischemia) to eleven days 
of cutaneous changes. It was decided that the teen hours). Since these periods w re long 
application of local heat might accelerate the than those in which changes were product 
a certain pellagrins, they were not continue 


at rest 


Nicotinic Acid to Normal Individuals and Pellagrins, ther. The subjects receiving deficient «iets 
jiochem. J. 32:2075, 1938. Vilter, R. W.; Vilter, S. ————— 

P., and Spies, T. D.: Relationship Between Nicotinic 28. Allen, F. M.: Surgical Considerati 

Acid and a Codehydrogenase (Cozymase) in Blood of perature in Ligated Limbs, Am. J. Surg. 45: 459 
Pellagrins and Normal Persons, J. A. M. A. 112:420 29. In these experiments the “low” a1 n 
(Feb. 4) 1939. Axelrod, A. E.; Gordon, E. S., and temperatures of the Electro-Sheet pad, 
Elvehjem, C. A.: The Relationship of the Dietary by the Seamless Rubber Company, of 

Intake of Nicotinic Acid to the Coenzyme I Content Conn.. were used. Readings were made 

of Blood, Am. J. M. Sc. 199:697, 1940. itself and ranged from 107 to 114 F. at | 


27. Plunkett, O. R. L. L.: Observations and Clinical 120 to 127 F. at medium. The pad had 
Notes on Some Cases of Pellagra Seen in Cyprus, J. which automatically shut off the current 
Roy. Army M. Corps 72:317, 1939, perature of 132 F. 
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latory except L. K. [case 3]) were 
escribed in each case. 
REPORT OF CASES 


P., a white woman aged 51, an endemic 


s observed at the nutrition clinic of Hill- 
on May 5, 1941, with a mild acute 
the exposed surface of the arms from 


the elbows. There was mild glossitis. 
seen, three days later, there 
ot the dermatitis, with pigmentation and 


tongue als« 


Was Carly 


erythematous color. The 
vement. On May 11, 
e right arm, with ischemia produced by 
pneumatic cuff to 200 mm. of mercury. 
ne pe riods, the left 


‘ 
Neal Was 


arm rendered 


similar way but heat was not applied 
as continued, and the following observa 
rded. 

ssure Heat,*® Dura- Comment 

Ouff, Right tion, - 

He Arm Min. Right Arm Left Arm 

‘ Medium 15 No change No ( 

Medium 20 No change No ¢ 

4 Medium 3U No change No ¢ 

“ Medium 45 Slight pain No change 

110 


ve hyperemia was more intense and lasted 
arm. Healing of the 

There was no difference 
patient pro- 


dermatitis 
in the 


the heated 
uneventfully. 
No relapse occurred, and the 

to a state of clinical remission without specific 


G. M., a white man aged 49, an alcoholic 
resented himself first on June 2, 1941, with 
stage of pigmentation and 


dermatitis in the 
n. The erythema had appeared nine 
While ambulatory, he subjected to 
es indicated in the following tabulation: 


days 


was 


M Hg, 
nd L. Time, 
\rms Left Arm Min. Comment 
") Medium 30 No change in dermatitis 
Medium 20 
1) Medium 25 
Medium 20 
00 Low 20 
(0 Low 20 Skin now healed without 
any new desquamation 
Low 25 
1A) Low 20 
(4 Medium 20 Left hand slightly red 
until next morning 
a Low 40 Color of hands same 
Low 30 
Low 50 
(0) Low 25 Pressure without heat on 
right arm discontinued 
Lett Arm 
Low 25 
10 Low 20 
Low 20 
1) Low 40 Some erythema of left 
hand and arm 
A) Low 20 Erythema not present 
Low 20 
1") Low 25 
Low 20 
Low 25 
(x Low 20 
ht with Low 125 
7 


atitis healed uneventfully, and there was no 
that the skin had suffered local injury except 
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for two periods when the arm remained slightly red for 
twenty-four hours. 


Case 3.—L. K., a Negro woman aged 65, had severe 
hypertension and acquired pellagra after a period of 
reduced intake of protein at the instigation of a friend. 
She was admitted to the Hillman Hospital because of 
heart failure four weeks after the dermatitis 
week after desquamation was 
complete. On admission she was given the control 
poor in all vitamin B factors. One week 
entry, she had improved to the point where she could 


lie comtortably flat in bed, and the experimental pro- 


congestive 
first appeared and one 


aiter 


cit 


cedures were begun on July 6, 1941. The left arm 
was subjected to the procedures the first three days, 
ind the right arm was then used. 
Date, Pressure, Heat,°* Time 
il Left Arm Left Arm Min Comment 
t Sandbag Medium 0 
7 Sandbag Medium 60 
Ss Sandbag Medium 12 
Right Arm Right Arm 
) Sandbag Medium 60 No change 
10 Sandbag Medium bu No change 
ll Sandbag Medium WP No change 
12 Sandbag Medium 90 No change 
Sandbag Medium 120 No change 
7/14 Sandbag Medium 120 No change 
7 Sandbag Medium 120 No change 
7 Sandbag Medium 150 No changt 
7/17 Sandbag Medium 1) No change 


discontinued because pneumonia 


rose to 105 F., and the 


The procedure was 
developed. The temperature 
patient became intolerant of the local heat, though she 
had tolerated it Her temperature continued 
high for three days, in spite of the administration of 
sulfathiazole in amounts sufficient to produce an 
adequate concentration in the blood, but it fell to normal 
shortly after her diet was changed to an ample one 
plus { nicotinic riboflavin and 
thiamine This been coinci- 
dental. 


before. 


acid, 
may have 


supplements ¢ 
hydrochloride. 


Case 4.—L. K., a white man aged 43, a pellagrin, had 
been on a poor diet for years; recently he had been using 
alcohol in large amounts and partially excluding most 
kinds of food. When first seen, on July 12, 1941, he 
had bullous lesions on the dorsa of his hands. These 
broke open, and the skin was peeling when the experi- 
mental procedures outlined were begun. He was given 
sulfathiazole, 6 Gm. daily, throughout this period for 
other reasons. 


Date, Pressure, Heat,*" ‘Time, 
1941 Right Arm Right Arm Min. Comment 
7/16 Sandbag Medium 60 No change 
7/17 Sandbag Medium 67 No change 
7/18 Sandbag Medium &5 No change 
7/19 Sandbag Medium 90 No change 
7/20 Sandbag Medium 60 No change 
7/21 Sandbag Medium 60 No change 
7/22 Sandbag Medium 67 No cahnge 
7/23. Sandbag Medium 60 No change 
7/24. Sandbag Medium 6 No change 
7/25 Sandbag Medium 80 Erythema of hand and arm 
7/26 Sandbag Medium 60 Erythema of hand and arm 
7/27 Sandbag Medium 9) Erythema of hand and arm 
( Worse) 
7/28 Sandbag Medium 60 Erythema of hand and arm 
8/1 Sandbag Medium 80 Skin peeling; early pigmen- 
tation 


The procedure was discontinued because a rash due to 
sulfathiazole developed. It was not possible to state 
conclusively that the changes on the treated arm were 
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not a reaction to sulfathiazole rather than pellagra, but lesion had extended both up and down 
the pellagrous changes began eight days before the the shins and most of the skin of the ank \\ 
maculopapular sulfathiazole rash appeared. The lesions the heat had been applied, there was a 

were different in appearance. When use of the drug patch of erythema coextensive with the 

was discontinued, the macular rash cleared, but the to this procedure. It had sharply defin 
cutaneous changes in the treated arm persisted and con- except for the lower aspect, which merged jnt 
tinued to undergo the sequence of events usual in mild erythema around the achilles tendon. On 
pellagrous dermatitis. The erythema on the treated calf, which endured identical pressure 

arm spread down to include most of the back of the there was no similar lesion, the dermatiti 
hand which had not been exposed to heat. Whether abruptly 7 cm. above the level of the mall: 

the mild stasis manifest by engorgement of the dorsal patient was followed until the lesions healed » 
veins of the hand was responsible cannot be stated. did any homologous lesion develop on the cali not s 
The drug rash was slightly more extensive on the jected to heat. The induced lesion went throug 
treated forearm than on the untreated control, but this phases of healing at the same time as the 

was true of the flexor surface not exposed to heat. arms and ankles. We did not have an op; 

At a later date, exhibition of sulfathiazole was fol- treat any other patient prior to a relaps 

lowed by a similar maculopapular rash equal on the _ initial seasonal outbreak of the pellagraderm 

two sides of the body. 


Case 5.—M. P., a white woman aged 33, had a long COMMENT 


history of pellagra, having her first attack at the age From such a small number of cases one 

of 21, while nursing her second child. There had been draw no definite conclusions. Insofar as 
relapses every spring and twice in the fall for the past | re ane? het heat ; 
twelve years, particularly severe if she happened to be VS€TVations §0, It appears that heat and pressu 
lactating, which she was in the habit of continuing for I the character we employed were innocu 
about eighteen months with each child. Her diet for normal persons whose diets were good a 
included almost no eggs or meat during the winter jj, whom no suspicion of a vitamin deficie: 
and spring, when it consisted largely of corn bread, existed. In pellagrins whos tat ] 

biscuits, white bread, syrup and a few canned or dried I 
vegetables and a pint (473 cc.) of milk daily. She Were undergoing a “spontaneous remissior 
complained bitterly of weakness, insomnia and nervous- there was no objective change following simila: 
ness and had some auditory hallucinations during the procedures. We have recently made similar « 
prodromal period during which she was under observa- . 

: : . periments after therapy with nicotinic acid 
tion. Her tongue and mouth became sore during the + : ; ’ 
early part of March 1941, and about two weeks later found the skin resistant to the heat and pressu: 
there was a transient erythema of the skin of the hands. test. Only in subjects who were not doing we 
= bt rn — but was ere every “ge = or who were about to experience a new outbrea 
ti May When a new erythema occurred on the 

of the pellagrous exanthem were we able 
hands, lower part of the forearms, wrists and elbows. : ‘ : : a 
This gradually advanced through the usual phases of produce a lesion identical with the natural 
erythema, pigmentation, desquamation and formation Occurring cutaneous changes. Smith and Rutt: 
of new skin. On July 10 the healing was complete. using sunlight as the damaging agent, had 
A week later there was a new erythema, and there similar experience, 
were additional lesions on the feet and ankles. At the Thi 
same time, her tongue became sore once more and the us study demonstrates that lesions 
mental symptoms reappeared. Her conjunctivas were grossly distinguishable from the spontaneo 
injected, and she was troubled by a of sand cutaneous changes of pellagra can be induced 
in the eyes. Between July 17 and 21 there was some 4 certain stage of the clinical disease by a 
improvement in the cutaneous lesions. Because her : 
arms had undergone three distinct phases of acute : ‘ ’ 
dermal changes, we decided to try the experiment on sunlight. We are not sure that the induced 
the leg. It was ascertained that if the feet were order of local metabolism is specific in causing 
allowed to extend beyond the end of a table on which the pellagraderm. Our suspicion was arouse 
she was supine, pressure of the leg on the skin beneath 
was sufficient to induce reactive hyperemia after twenty lat a discrepancy between local metabolic need 
to thirty minutes. With this procedure tests were and blood supply might be the crucial factor lead: 
carried out on the right leg, and the following observa- ing to the ultimate deterioration of the integr! 


yents 


which produce damage in no way dependent 


tions were recorded: of the skin. Whether this is a specific distu 
Date, Pressure, Heat, Time, bance in the sense that ischemia reduces 
1941 Both Legs Right Leg Min. Comment : = 
; available enzymes as well as the oxygen sup] 
7/21 Weight of leg Medium 40 No change 
7/22 Weight of leg Medium 60 No change or whether the anoxemia per se 1s 
7/23 Weight of leg Medium 60 No change importance cannot be decided on the 
nished by these experiments. It may be 
Total.........sceecsseesseseeereeeees 220 deprivation of oxygen damages the tissues sp 


cifically by the accumulation of not 


The procedure was discontinued because the patient ; 
could not return to the clinic daily. When she was metabolic products. On the other 


seen a week later, on August 1, the skin had under- failure of oxidatioin mav produce effects assoc 


> elapse and a fourth set of acute pel- . 
gone another relapse and ' sai te ated with a reduction of metabolism beyond 
lagrous lesions had appeared. There was a new band 
of erythematous skin on the arms. On the feet the minimal requirements for the cells involved. 


tl 
° 


nerson 


BEAN ET AL—ASYMMETRI( 
isturbance might occur if complete oxi- 
ere impaired because of a deficiency of 
‘ssential to its ordered progress. What- 
reason 1s, It may be stated that increased 

tabolism in the presence of ischemia may 
. change in the skin of a susceptible 

1 not to be distinguished morphologically 

e dermatitis which is part of the disease 

levelops spontaneously in malnourished 

AND 


SUMMARY CONCLUSION 


hirty-two instances of unilateral or asym- 


inusual 


} 


pellagrous dermatitis were found in a 
of 889 cases. Conditions favoring this 
distribution of lesions include stasis, 
pressure, irritation, friction and 
A variety of agents producing 


burns, 
mation. 


are implicated. 
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LESIONS "IN 


In relapse in 2 


pellagrins asymmetric cuta- 
neous lesions were induced by heat and ischemia. 
The single underlying mechanism in all cases 
may be a failure of the blood supply to satisty 
local tissue demands, thus leading to local areas 
of increased susceptibility to the changes which 
produce pellagrous dermatitis. Our observations 
do not indicate that anoxia produces a specific 
reaction in the tissues of pellagrins, but they are 
compatible with the hypothesis that the cutaneous 
lesions as well as other disturbances in pellagra 
result from a decreased function of respiratory 
enzymes. Wherever local anoxia or increased 
metabolism prevails, localization of lesions may 
occur. Since this 1s usually equal on the two 
sides of the body, the pattern of pellagrous 
dermatitis usually is bilaterally symmetric. 


x 
| 
\ 
\\ 
aK? 
nt | 
iv I 
nd . 
not s 
me car 
Dressur 
nocy 
OOd a! 
sin 
@€X- 
cid a 
no we 
VW 
rithre 
4 
avie 
atural 
Ruth: 
taneous 
niced 2! 
1g 
lent j 
# 
ed dis 
ausing { 
needs 
r lead- 
teorit 
es 
+} + 
e 
1 


PLAINFIELD, N. J. 


4 : 
AREA FACTOR IN 
clinical observations . indicate that 
there is a very definite difference between the skin and 
biological reactions in relation to the physically mea- 
sured r dose. The main influencing factors requiring 
consideration are: 1) Quality in relation to depth; 
size of area irradiated; (c) dose intensity, and 
rhythm.! 


Most roentgen ray treatments have been given 
The effect 
of the size of the irradiated tissue on the dosage 
has not been fully realized till of late. This 
“size of the small area 


to areas of 5 cm. diameter or larger. 


paper will deal with the 
irradiated” as an influencing factor on the bhio- 
The other 
influencing factors mentioned will be kept con- 


logic reaction of the tissue treated. 


stant. 
Considerable work in this regard has already 

Why does the size of the area 

The answer to 


heen done.* 
treated have such an influence ? 
this is bound up with the fundamental aspects 
of radiation, biophysics and biochemistry.* These 
fundamental aspects are not yet sufficiently clear 
to explain this problem. Empuiric methods, as the 
one employed in this study, give practical work- 
ing measures and often lead the way to scientific 
Ixperience in 


ing 
explanations of such discoveries. 
the past showed that to produce an erythema 
reaction in a small area, a much larger number 
of roentgen units was required than is needed 
for a large area.* This the 
behavior of simple chemical substances such as 
These react equally 


in contrast to 


are found on an x-ray film. 
to an x-ray beam regardless of the size of the 
This has also been observed by 
This may easily be tested by ‘ex- 


area exposed. 
Mutscheller.* 
posing small areas, varying from 1 to 10 mm. in 
diameter, on a dental film to 1 r unit. The amount 


1. Meyer, W. H.: 
and Clinical Data in 
32:23 (Jan.) 1939. 

2. (a) Jolles, B.: 
Protective Role of 


Physical 
Radiology 


The Co-Relation of 
Radiation Therapy, 


X-Ray Skin Reaction and the 
Normal Tissues, Brit. J. Radiol. 
14:110 (March) 1941. (6) MacKee, G. M.; Mutschel- 
ler, A., and Cipollaro, A. C.: The Area Factor in 
Roentgen Irradiation, Arch. Dermat. & Syph. 47:657 
(May) 1943. (c) Meyer. 

3. Oderr, C.: Some Fundamental Aspects of Radia- 
tion Biophysics and Biochemistry, J. M. Soc. New Jersey 
38:564 (Nov.) 1941. 

4. Packard, C.: The Biological Measurement of 
Scattered Radiation, J. Cancer Research 13:373 (Dec.) 
1929. 

5. Mutscheller, A.: 
author. 


Personal communication to the 
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of exposure in all these areas will be 
same. The fact is readily determined, 1 
on the x-ray film the same number of 
will produce the same effect regardles 
size of the area exposed, while on th 
is not true. Therefore, other 
factors, involving the cell physiology, 
Mey 


shown that the decrease 1n the etfect of 


more 
cerned in explaining these effects. 


with decrease in area is steady and pr 
down to areas of 5 cm. diameter, when t 
of the decrease becomes rapid. In othe: 
in areas of 5 cm. diameter or less compensat 
action must be used to effect results : 
obtained in large areas with the san 
Meyer ® stated, then, that the total 
gens varies approximately inversely as thi 
roots of the mean diameters of the areas 
The most elaborate experimental work 01 
mals in this regard has been done by Jolles. 
He has carefully determined on animals 1] 
effect of the area factor on the roentgen radiatior 
given. These recent reports * show that effe 
roentgen ray dosage in small areas must 
interpolated in respect to that area. This area 
factor has been worked out on my clinical ma- 
terial. 
Biologic response seems to lie in mass absorp- 
tion. Meyer stated: “I wish to reiterate m 
belief that, except for variation in radiosensitivity 
in mass absorption will the secret to biologic or, 
rather, human tissue reaction be found.” * 
the size of the area treated becomes smaller, the 
increased number of roentgens needed to com- 
pensate for this is not only not proportional, or 
even inversely proportional, but, as Meyer has 
stated, varies inversely as the cube roots of the 
smaller areas employed here. 
At this point it seems wise to mention 
the erythema, or pink reaction, was judged b) 
the criteria outlined by Belisario and Pugh.’ 
They defined the threshold erythema dose as 
“the minimal amount of roentgen radiation which 


6. Meyer, p. 37. 

7. Jolles.28 Mutscheller.5 
Cipollaro.2> 

8. Meyer, W. H.: 
Radiation Absorbed and the Effect on Body 
Radiology 25:198 (Aug.) 1935. 

9. Belisario, J. C., and Pugh, R. E., Jr.: Thresh 
Erythema Dose of Roentgen Rays, Arch. Dermat. 
Syph. 45:641 (April) 1942. 


MacKee, Mutscheller ana 


Relation of Air-Ionization to 


tissues, 


z 

< 
areas 
Ck 

= 


FACTOR 


AREA 


GOLDBERG- 


e an erythema or pink 


ottled or homogeneous ) within nine 
days, with a sharply detined complete 
. circular area 1 cm. in diameter on 
nterior covered portion of the thigh.” 


5S Were performed as fc llows: \ lead 
in thickness was perforated with 
to 10 mm. in diameter. A piece of 


was placed between the lead and 


absorb secondary radiations. These 
vere easily placed within a 1!2 inch 
square. 
~- 7 T 
x | | 
+— 


900 1200 1500 1900 2100 2400 2700 3000. 
ROENTGENS 
s needed to effect a threshold erythema dose 
eas of various sizes. The low end point of 
represents the diameter of the smallest field 
[he curve at the left (dashes) presents the 
\lacKee’s observations without a filter; the 
irve (dots and dashes), for MacKee’s observa- 
filtration through 3 mm. of aluminum; the 
upper right (dots), for Meyer's observa- 
hard rays; the solid curve, for the observa- 
t the present study. 


\s the work progressed and the high number 
roentgen units needed to produce an effect on 


areas increased tremendously, the amount 


penetration through the lead used was taken 


consideration. One millimeter of lead allows 


than 0.4 per cent of the direct beam to 
rate the lead shield covering the treated 
‘tas in the manner here given.!° Therefore 
consideration may be disregarded for prac- 


purpe< Ses, 


work a General Electric 140 kilovolt 


‘K-proot tube stand and head was used, with 


Trout, D. W.: Personal communication to the 


IN ROENTGEN 


reaction 


IRRADIATION 


Was 


a Kelly-Koett mechanical rectifier. This 
with the following technic factors: 
120 kilovolts; 6 millhamperes; target-skin dis- 
tance, 4+ (10 cm.), and The 
half value laver is 1.9 mm. of aluminum. It 
was determined by an ionization chamber method 
(modified Victoreen-Mutscheller ) that 340 r was 
The lead 


shield was placed over the upper anterior sur 


emploved 


inches no filter. 


needed to produce 1 erythema dose. 
face of the thigh. The desired dosage was given 
to the 


Treatment was then interrupted to covet 


area exposed in the lead _ filter. 
the 
successively 


entre 


areas, Which were singly 


out 
In this way doses varving from 1 to 10° skin 


larger 
blocked with a superimposed lead sheet. 


units were given to the respective areas, calcu 


lating 340 r for each skin unit. [empiric doses 
were used to get a relatively uniform effect on 
the skin in these different-sized areas. “Twenty 
patients were tested in this series after an ap- 
proximately correct dosage had been worked out 
Careful and complete laboratory data were ob- 
tained in 11 of these tests. 

The average doses needed in these experiments 


were as follows: 


Diameter, \rea, Erythema Roentgen 
Mm. Sq. Cm. Skin Units Units 
10 0.8 1% 510 
0.60 
0.50 850 

7 0.38 3 1,020 

6 ().28 3Y4 1,190 
5 0.19 4 1,360 
4 0.12 5 1,700 
3 0.07 6 2,040 
0.03 2,720 
l 0.008 9 3,060 


The accompanying chart shows the results of 
these experiments in the form of a graph. These 


figures correspond to those obtained by Mackee 


and his associates *” but carry them out into 
smaller areas. 
CONCLUSIONS 
It has been shown that in small areas the 


effect of roentgen radiation depends on the size 
of the tissue mass that is irradiated. It is to be 
observed that the an area treated de- 
creases extremely rapidly with a decrease in the 
diameter of the area. It was found that 3,060 
roentgen units was needed in treating an area 
1 mm. in diameter in order to get an erythema 
effect on the skin, whereas 510 r was sufficient to 
get the same effect on an area 10 mm. in 
diameter. Therefore, to obtain effective radia- 
tion, particularly in tiny areas, a compensatory 
allowance must be made according to this em- 
pirically derived dosage. The application of 


size. of 


these statements in the treatment of warts is 
plain and will be further elaborated in a separate 
article. 
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TREATMENT OF ERYSIPELOID BY CRYOTHERAPY 


CULVER M. GRISWOLD, 


AND SHIRLEY S. BOWEN, M.D 


HOUSTON, 


Erysipeloid of Rosenbach, caused by Erysipe- 
lothrix rhusiopathiae, with its characteristic re- 
sistance to conventional methods of treatment, 
has been a constant source of discouragement to 
the managing physician. Dermatologists fre- 
quently have been hard pressed in the manage- 
ment of this disease because of “hit and miss” 
methods of treatment, and consequently results 
are not dependable. Indeed, the disease at times 
has proved resistant to all methods of treatment, 
and there have been reports of fatalities, which, 
fortunately, have been rare.’ 

In an article by Klauder and co-workers * the 
following statement is made regarding treatment : 
“The disease does not appear to be helped greatly 
or its course shortened by local treatment with 
conventional applications, such as boric acid com- 
presses, saturated solution of magnesium sul- 
phate, tincture of iodine, ichthyol ointment, etc.” 
In this same article the following statements ap- 
pear: “The condition seems more or less self- 
limited and responds but poorly to local treat- 
ment.” “Patients lose two or three weeks in spite 
of all that one can do.”’ “About the only effective 
treatment . . . is rest and heat, in the form 
of wet packs.” 


RELATIVE INCIDENCE AND TYPES 
OF INFECTION 


Regarding the relative sources and correspond- 
ing severity of infection, Klauder® stated that 
infections derived from contact with partly de- 
composed fish are most virulent, and in decreas- 
ing order are infections from contact with (2) 
slimy fish, (3) swine, (4) fish in the retail mar- 
ket and (5) other sources. This is borne out 
in our cases, since the most severe infections are 
those contracted accidentally by amateur fish- 
ermen from fish and crabs. 


1. Klauder, J. V.; Kramer, D. W.; Nicholas, L. N.; 
Kast, C., and Groskin, L.: Erysipelothrix Rhusiop- 
athiae Septicemia: Diagnosis and Treatment, J. A. 
M. A. 122:938-945 (July 31) 1943. 

2. Klauder, J. V.; Righter, L. L., and Harkins, 
M. J.: <A Distinctive and Severe Form of Erysipeloid 
Among Fish Handlers: Report of Clinical and Labora- 
tory Studies; Demonstration of the Bacillus of Swine 
Erysipelas, Arch. Dermat. & Syph. 14:662-678 (Dec.) 
1926. 

3. Klauder, J. V.: Erysipeloid as an Occupational 
Disease, J. A. M. A. 111:1345 (Oct. 8) 1938. 


the handling of live or dead fish, crabs apn¢ 


almost constantly along the Gulf Coast, whe; 


TEXAS 
Erysipeloid infection of the skin resulting j 

shrimps is especially prevalent cvoasta 

munities. More especially is it prevalen 


summer months and consequently is encounter 


fishing, both sporting and occupational, js a 


round activity. Inland areas produce a type 


erysipeloid not unlike that of the coastal 


Great Lakes regions, but the infection is mo: 
prominently incurred from the handling of 


fected slaughtered animals, swine, cattle, etc 


our series of cases, which are typical for : 


Gulf Coast, we encountered only 2 infectio: 
from other than piscine origin. The patient: 


> Infect 


were professional slaughter workers, wh 

handling infected hogs were pricked by a bo: 
or traumatized by other accidental means. Cu 
ously, cases have been noted in which the inf 


tion was due to contact with ornamental! garment: 


made of snake skin.‘ 


METHODS OF TREATMENT 


Undoubtedly, rest and heat properly applie! 


to any inflammation will alleviate the sympto 


of pain and tenderness. Roentgen ray and for- 


eign protein therapy have also been recor 
mended. Alcohol and ichthammol were suggest 
by Calloman.® Ultraviolet radiation from a wat: 
cooled quartz mercury vapor are ( Krommaye! 


lamp was used by Frankel.® It is the genera 


opinion that roentgen therapy is of some ava 


Immune serum for the commonly encounter 


type of erysipeloid is not indicated because 


if the disease fails to respond to other measu 


serum reactions.’ Its use is recommended 


lasting a month or longer or if arthritic com; 
cations are conspicuous. 


Schoch and Shelmire * reported successiu 
sults with sulfanilamide in 3 of + patients treat 


Their dosage was 10 grains (0.64 Gm 


4. Poth, D.: Personal communication t 
5. Calloman, F.: Pseudoerysipel Ery- 
Jadassohn, J.: Handbuch der Haut- und ‘ 


krankheiten, Berlin, Julius Springer, 1929, \ 
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6. Frankel, W. K.:  Trypaflavinbehandlung 
Erysipeloids, Dermat. Wehnschr. 51:1967 (| D 
1931. 

7. Schoch, A. G., and Shelmire, B. F.: 
of Rosenbach Successfully Treated with Sultan! 
Arch. Dermat. & Syph. 41:570 (March) 194 
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.a day. Healing required from three to six 
heir fourth patient failed to respond to 

ide and was treated with a vaccine. 
ir and Rosenberg a reported on 2 patients 
with sulfathiazole. One patient was 
| cured in one week, and the other, 
two days. Their average daily dose was 

f the drug. 

rt, then, there has been no dependable 
| of treatment developed for the manage- 
ent of the cutaneous symptoms of this specific 
ease. It is known that the organism causing 
peloid, Ery. rhusiopathiae, is of three strains 
it the virulence of the infection depends 
particular strain, 1.e. human, swine and 
use. It is thought that differences in symp- 


FOR 


Erystpeloid of Rosenbach Treated with Cryotherapy 
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with solid carbon dioxide which has proved suc- 
cessful in the cases we have encountered during 
the past year. 

TECHNIC OF TREATMENT 

Subjects were selected in consecutive order 
from private patients with erysipeloid seen in 
our offices. No other treatment aside from ap- 
plication of solid carbon dioxide, or “dry ice,” 
was used. Adequate follow-up in each case was 
the rule, and there were no complications in any 
case. 

Solid carbon dioxide was selected as the form 
best suited for our purposes. This was done tor 
several reasons. It furnished an adequate amount 
of the freezing agent and allowed thorough freez- 


Duration Duration 


Before After 
Treatment, Numberof Treatment Source of 
Occupation Area Extent Days Treatments Began, Days Infection 
Schoolboy Hand Moderate 12 1 3 Crabs 
Fisherman Finger Mild 10 t Crabs 
Schoolboy Hand and two Severe 7 5 9 Seratch of dog 
fingers 
i Housewife Palm and three Moderate 10 ) Crabs 
fingers 
Fisherman One finger Moderate 2 $ Fish 
Butcher One finger Severe 4 2 Butchering 
Fisherman Each hand and Moderate 4 2 } Fish 
two fingers 
5 Housewife One finger Moderate 7 2 3 Fish 
Fisherman Right palm Extensive 10 4 6 Fish 
Housewife One finger Severe 7 3 7 Crabs 
Fisherman Three fingers and Severe 7 3 6 Fish 
side of hand 
Schoolboy Foot Severe 7 4 7 Bruise on seashore 
Schoolboy Hand Severe 4 1 2 Shrimp 
i Fisherman Thumb Severe 3 2 Shrimp 
Butcher Hand Severe 4 3 ) Butchering 


tomatology of the mild form of erysipeloid and 

‘the severe form (swine erysipelas in man) 

e accounted for by the differences in the 

urce of the infection. Moreover, prolonged 

passage in dead animal matter changes the viru- 

nee of the organism. 

[he sources of infection to a large extent in 

cases were dead animal matter, fish, crabs 

| meat. While no laboratory studies 

een made in this series of cases, it is ob- 

us that each of the several strains undoubtedly 

untered and the treatment was efficacious 
regardless of the source of infection. 

Encountering erysipeloid so frequently in our 

and fully appreciating the general re- 

to treatment, with pain, discomfort, and 

inction of the infected member, we have 

| a means of treatment of erysipeloid 


nrectec 


har, G. V., and Rosenberg, E.: Sulfathiazole 
itment of Erysipeloid, Arch. Dermat. & Syph 


#32546 May) 1941. 


ing of a penetrative character, which is not ob- 
tainable when ethyl chloride is used. 

We advise against the use of ethyl chloride 
for this form of therapy. One patient referred 
to us by an out-of-town physician was treated 
with ethyl chloride thrice weekly for six weeks 
before a satisfactory outcome developed. This 
patient was not treated by us, and his case was 
not included in our series, but it indicates that 
“deep freezing” is necessary for satisfactory re- 
sults. 

In some cases the use of solid carbon dioxide 
made from “snow” obtained from the large cylin- 
ders usually obtainable from any gas-dispensing 
house was used. Our preference is the large 


block of solid carbon dioxide, which can be easily 
cut to suit the individual requirements. 

Firm pressure for two to four seconds with 
direct contact between the skin and the solid car- 
bon dioxide is advised. We do not attempt to 
produce a bulla, although no harm is done if 
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350) ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 
one is produced. It is also advisable to treat application of solid carbon dioxide, but this js 


the apparently uninvolved tissue for several cen- overcome by use of salicylates. 
timeters peripheral to the area of infection. 
SUMMARY 

Caution in conservative treatment of only the 
involved area is likely to give less satisfactory 
results. We usually find it necessary to give 
treatments daily or every other day, depending 
on the presence of vesiculation or bullae from the 


We have treated ervsipeloid of Rosen! vit 
cryotherapy, and, while no claim for 
success is made, the treatment has proved satis 
factory in our experience in 15 cases during 


past vear. In this group of cases the averag 


previous application. If there has been exten- 
duration of infection was four and tw 


sion of the infection, more extensive application nhs 
days; in no case did it last longer than 1 


There was no loss of time from work i 
bevond the first dav of treatment. 
In general, the technic of application is 
Ordinarily the pain disappears after the first to that employed in the management 
fi c c 


of the solid carbon dioxide is made the following 
day and each day until the inflammation begins 


application, and free movement of the involved — migrans. 

part is the rule after one treatment. Clinical It was found that solid carbon dioxid 
judgment is the criterion for further treatment. best freezing agent; ethyl chloride did 1 
Rarely is it necessary to use more than three _ satisfactory. It is believed that best results ar 
applications. Edema of the involved areas usually — obtained by firm pressure with a block of sol 
decreases after one treatment. Naturally, there carbon dioxide. 


is some discomfort for several hours after the 1120 Medical Arts Building. 


PAPULONECROTIC 


ITS CLINICAL RESEMBLANCE TO 


S. IRGANG, 


NEW 


Papulonecrotic tuberculid is the most common 
‘pe of tuberculid in the Negro, and its incidence 
relatively high. The superticial type far exceeds 
frequency the nodular, but both may develop 
ncurrently on the extremities and on the 
male genitals. 
Superficial papulonecrotic tuberculid is often 
fused with acne vulgaris when the eruption 
ontined principally to the face. The lesions 
Jso have a tendency to develop in the perianal 


Papulonecrotic tuberculid showing a clinical 
ce to acne vulgaris. 


sin and on the genitals, and here the clinical 

to primary and secondary syphilids is 
REPORT OF A CASE 

mother of two chil- 

and a genital eruption 

weeks and three weeks 

noticed first about two 


irried Negress aged 30, 
t relief for a facial 
een present for six 

The lesions were 


Department of Dermatology and Syphilol- 
Hospital, Dr. Oswald La_ Rotonda, 
rector. 


ACNE 


TUBERCULID IN THE NEGRO 
VULGARIS AND EARLY SYPHILIDS 
M.D. 
YORK 


months after the birth of her second child. There was 
no familial history of tuberculosis. The patient had 
never received treatment for a venereal disease. 

Except for the cutaneous abnormalities and dental 
the physical examination nothing 
The was 

papulopustular 


caries showed un- 


covered by a symmetric 
eruption which 
and pinkish red pinpoint to  pinhead-sized 
lesions with little or no inflammatory areola. The 
majority of papules had dark brown or brownish black 
dotlike centers, but true comedo formation was lacking. 
Pustular lesions were few. Several pinhead-sized pink- 


usual. face 
pruritic 


pinkish 


non- 


consisted of 


ish or mildly hyperpigmented pitted scars with areolas 


of similar tints were noted on the cheeks. Small 


Fig. 2—Lesions of papulonecrotic tuberculid affecting 
the genitals. They may be confused with primary and 


secondary syphilids. 


numbers of pinkish and pinkish red papules were dis- 


persed over the neck and back and over both upper 
and lower extremities, but the anogenital region was 
literally crowded with them. There were numerous 


papules from the size of a pinhead to that of a match 
head which slightly larger in the 
perianal region and in both groins. The majority wer: 
flat, moist and crusted, and a few had minute central 
crateriform excavations. The lesions on the vulva and 
the closely adjacent areas were of both the superficial 
and the deep variety. The latter 
that of a match head to that of a 
tender, indurated and ulcerated and were excavated in 
and their borders were slightly undermined. 


and several were 


from 
They wert 


varied in size 


dime 


appearance, 


Satis 
| 
| 
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The Kahn reaction of the blood was negative on two 
occasions, and repeated dark field examinations of 
secretions obtained from genital ulcers failed to show 
spirochetes of the palhdum type. A hemogram dis- 
closed secondary anemia and lymphocytosis (3,160,000 
red 66 per cent hemoglobin and 44 per cent 
lymphocytes). An intracutaneous injection of 0.1 cc. 
ot old tuberculin in a dilution of 1: 1,000,000 elicited a 
A roentgenogram of the lungs 


cells, 


positive local reaction. 
showed no abnormality. 

Histologic 
tion affected the whole 
the epidermis and in the papillary and 
Limited areas of these layers were destroyed 
the epidermis and their corresponding 


Study.—Genital Lesion: The inflamma- 
skin, but it was most 
subpapillary 
layers. 
completely, 


DERMATOLOGY 


severe ine 


AND SYPHILOLOGY 
Tubercle formation and giant cells were lackin, 
blastic proliferation was observed about and 
granuloma, but it limited in scope. 7 
were present as small compact nests at the 
of the granuloma and as sparse strands 
superficial necrotic nodule and within the 
filtrate, but nowhere was the reaction of 
proportions to break up the granuloma. 
Throughout the cutis the vascular chan: 
dilated moderately and congested and t 
crowded with polymorphonuclear | 


Was 


neutrophil 
vessels were partially or completely throm 
hemorrhagic extravasations were frequent 
tensive. 
the vessels of the upper part of the cutis; 


The lining endothelial cells were unaf: 


Fig. 3.—Section from a genital ulceration showing a densely cellular granuloma affecting the entire cw! 


(Low power magnification; hematoxylin and eosin.) 


absent 


papillae being chiefly involved. Necrosis was 
necrotic 


elsewhere. The stroma surrounding this 
nodule showed evidence of granular degeneration. 

An extensive, poorly outlined, richly cellular granu- 
loma occupied the entire cutis and most of the sub- 
cutis. Serous exudations were noted everywhere, but 
they were most evident in the upper half of the sub- 
cutis. The cellular infiltrate consisted principally of 
lymphocytes, but considerable numbers of epithelioid 
and plasma cells were encountered, particularly in the 
lower half of the cutis, and, in addition, a scattering 
of polymorphonuclear leukocytes was observed in the 
upper half of this layer. Epithelioid cells showed a 
characteristic perivascular arrangement, and in some 
of the lower half of the cutis these cellular 
were sO numerous and so extensive that they 
large solid plaques of tuberculoid structure. 


sectors 
nodes 
formed 


area they were swollen slightly and 


tendencies were minimal. 


The character of the infiltrate in the subcut! 


similar to that seen in the cutis, varying 
degree. Epithelioid and plasma cells were 
less numerous, and tuberculoid structure was 


significant, but fibroblastic proliferation was not 


These young connective tissue cells appeared 


proli 


from the perivascular spaces, and they penetrat 


highly edematous tissues in all directions. Th¢ 
abnormalities were similar to those seen in 
although they were less severe. 

Facial Lesion: The pathologic alterations 
tively minute and were confined to the up} 
the cutis. A small zone of coagulation n¢ 
rounded by collagen showing granular di 
was present in the upper fourth of this laye: 


| 
| 
feraty 
erely 1 
nuch less 


IRGANG—PAPULONECROTIC 


ries were dilated moderately, and in the 
were surrounded by small dense col- 
filtrating cells. The infiltrate in the upper 
utis was diffuse. The small lymphocyte 
type of cell, although epithelioid cells 
minent about the vessels of the midcutis. 
rphonuclear leukocytes were present in 
focus. Healing tendencies were intense. 
nveloped the necrotic and degenerating 
neighboring tissues also showed a per- 
In the midcutis the perivascular 
were invaded and a few were actually 
ese young connective cells. 
mis showed different grades of parenchym- 
ind the rete pegs were irregularly hyper- 
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necrotic tuberculid.!. It was in the process of 
spontaneous resolution, an observation usually 
noted in superficial papulonecrotic tuberculids 
of several weeks’ duration. 

In the Negro, the lesions of papulonecrotic 
tuberculid are essentially superficial and minute 
and there is a tendency toward generalization. 
These clinical traits, while not limited to these 
patients, are found with greatest frequency in 
them. 

On the extremities and on the female genitals 


nodular tuberculids may occur alone or, more 


' small vesicles were present in the supra- 
te, and in another locality the entire thickness 
s directly above the necrotic focus in the cutis 
similar destructive change. The epidermis 

by small lymphocytes and polymorpho- 
cytes, and they appeared to accumulate in 


COMMENT 


vic examination of the genital ulcera- 

sed a picture that was consistent with 
fagnosis of tuberculous granuloma. The lesion 
evidence of true healing, but this was 

ted since it had been present for only 

s. The facial lesion exhibited the 

“ges commonly observed in superficial papulo- 


hig. 4—View of the compact cellular infiltrate in the lower half of the cutis (fig. 3) showing diffuse tuber- 
ture. (High power magnification; hematoxylin and eosin.) 


commonly, together with those of the superficial 
type. On the genitals the inflammation arises 
invariably in the papillae and/or in the sub- 
papillary layer, but it tends later to affect the 
deeper structures, trauma being probably one 
of the predisposing factors. Injury is responsible 
for the premature separation of the necrotic tis- 
sue, and the ensuing ulceration simulates a 
primary syphilid. In the inguinal and perianal 
regions, sweat and trauma alter materially the 
clinical picture of papulonecrotic tuberculids and 

1. Irgang, S.: Superficial Papulonecrotic Tuberculid 
in the Negro, Arch. Dermat. & Syph. 47:627 (May) 
1943. 
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they must be differentiated from secondary 
syphilids. 


The presence of superficial excavated ulcera- 
tions with undermined borders or the finding 
of intact lesions typical clinically of papulone- 
crotic tuberculid is essential for clinical diagnosis. 
Histologic examination of an ulcerated lesion or 
of an intact one showing a dotlike discoloration 
is of inestimable value. In the present case 
syphilis was excluded by the absence of 
spirochetes of the pallidum type in the ulcera- 
tions, by the negative Kahn reaction of the blood 
and by the histologic observations. 

The Negro with papulonecrotic tuberculid re- 
acts invariably to an intracutaneous injection of 
0.1 cc. of old tuberculin in a dilution of 
1: 1,000,000. This test is employed routinely 


whenever the slightest suspicion of papulonecrotic 
tuberculid is entertained. In this race superficial 


DERMATOLOGY 


AND SYPHILOLOGY 
papulonecrotic tuberculid is a great 
acne vulgaris. 
SUMMARY 

In the Negro, lesions of papulonecr 
culid may resemble clinically both acne 
and early syphilids. 

A positive reaction to tuberculin in | 


tion is an invaluable clue to the diagnosis 


disease. 


A histologic examination of an ulcerat 


or of an intact lesion containing a micr 


vesicle or pustule (a papule containing 


discoloration) 1s of inestimable diagnost 


In the case of papulonecrotic tubercu! 


unusual localization of lesions here 


re 


1d owe 


the eruption resembled both acne vulgaris 


early syphilids. The clinical diagnosis of 


necrotic tuberculid was confirmed by 
study. 
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Clinical Notes 


LL 


'PUS ERYTHEMATOSUS WITH FALSE POSITIVE KAHN REACTIONS 


LIEUTENANT COMMANDER LAUREN Sompayrac (MC), U.S.N.R. 


AND 


LIEUTENANT COMMANDER HUGH 


| lesi + has been known that malaria, lymphogranu- 
n, leprosy, vaccinia and other nonsyphilitic 
lott; ses produce false positive serologic reactions 
e report of a case presents evidence that 
matosus can be added to this list. Further- 
helieved that this patient had symptoms of 


resente . ervthematosus before the appearance of cutaneous 


aD REPORT OF A CASE 


sto] 3 year old man enlisted in the Navy on June 27, 

health and with a normal skin and a nega- 

On November 21 he reported to 

complaining of painful feet. The Kahn 

n his admission was reported as 3 plus. 

ree days later, on December 14, since all pain 

subsided and the Kahn reaction had reverted to 

ive, although no antisyphilitic treatment had been 

tuted, the positive reaction was considered falsely 
nd he was discharged to duty. 


lan. 22, 1942, he returned to the sick bay, com- 

of increasing pain in the feet and moderate 
rexia and lassitude. For a more thorough study he 
s transferred to the Naval Hospital, where the psy- 
itrist concluded that his complaints were genuine 
ruled out any possibility of malingering). After- 

rd the patient was referred to the hospital orthopedist, 
made the diagnosis of metatarsalgia. The Kahn 
n was doubtful on January 22 and negative on 
ary 28. His symptoms rapidly subsided with rest 
bed, and by February 17 he was able to return to 


t until June 22 did the lesions of lupus erythema- 
appear on each cheek. Treatment consisted of 


pplications only. 


E. (MC), U.S.N.R. 


His next hospitalization, on December 14, occurred 
after severe pain in the left flank, at first diagnosed as 
ureteral colic but later as acute myositis because of nor- 
mal urologic observations. During this admission the 
Kahn reactions were reported as 2 plus on December 14, 
2 plus on December 17 and 4 plus on December 23. 
These positive reactions were accepted as being diag- 
nostic of syphilis, in spite of a history of no exposure to 
syphilis and absence of clinical symptoms of the disease. 

He was given three injections of neoarsphenamine at 
intervals of three davs, and after the last imyection 
nausea and vomiting immediately occurred, followed in 
a few hours by the appearance of dark hemorrhagic 
lesions of lupus erythematosus on his neck in addition 
to the flare-up of the chronic lesions on his face. There 
was an acute exacerbation of pain in his feet, with swell- 
ing and tenderness of his ankles and wrists. He re- 
mained seriously ill until January 28, the Kahn reaction 
on that date being 1 plus. However, by February 12 
the hemorrhagic lesions had disappeared, the chronic 
lesions were quiescent and subjectively the patient was 
much improved... The Kahn reaction on that date was 
reported doubtful. A month later he was discharged to 
light duty. 

On May 5, 1943 the Kahn reaction was negative, and 
finally, on May 28, 1943, reactions were reported nega- 
tive by three different laboratories. 


SUMMARY AND CONCLUSIONS 

Positive Kahn reactions were elicited from a patient 

with only lupus erythematosus and were biologic false 

reactions. The metatarsalgia, lassitude and anorexia 

are believed to have been prodromal symptoms of lupus 

erythematosus developing months in advance of the 
cutaneous lesions. 


ACID ORCEIN-GIEMSA STAIN 


(Modification of Unna-Taenzer Method) 
A Useful Routine Stain for Dermatologic Sections 


HERMANN PINKUS, 


sections of pathologic tissue with hema- 
eosin is probably the most widely used 
ighout the United States and possibly the 
is the advantages of simplicity, great relia- 
color contrast, and it is satisfactory for 
urposes. It is not sufficient, however, for 
diagnosis, and different laboratories us¢ 
ther stains more or less routinely in 
atoxylin and eosin. 
ire which in my experience gives 
it the greatest variety of factors impor- 


1 
the most 


Department of Dermatology of the Monroe 


M.D., Monroe, MIcHu. 


tant for dermatopathologic diagnosis is the Unna- 
Taenzer method, combining the demonstration of elastic 
fibers by acid orcein solution with staining of cells by 
Unna’s polychrome methylene blue solution.t This 
method, however, is rather difficult to use and requires 
considerable experience and close supervision. I have 


1. Unna, P. G., and Unna, P., in Jadassohn, J.: 
Handbuch der Haut- und Geschlechtskrankheiten, Berlin, 
Julius Springer, 1929, vol. 1, pt. 2, p. 597. Use of this 
ain in addition to the hematoxylin-Van Gieson stain 
and Una-Pappenheim pvronine—methyl green was routine 


in the department of dermatology, University of Breslau, 


under Dr. Joseph Jadassohn. 
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found substitution of Giemsa’s solution for tthe poly- 
chrome methylene blue solution a most satisfactory 
modification, which is relatively simple and reliable and 
renders possible the easy differentiation by contrasting 
colors of an even greater variety of tissue elements than 
the original method. 

Tissues may be fixed in solution of formaldehyde or 
Sections 10 microns in thickness are often 
The following 


in alcohol. 
more satisfactory than thinner ones. 
solutions are used: 

1. Acid orcein solution: One gram of pure orcein 
(Unna)? is dissolved in 100 cc. of 70 per cent ethy! 
alcohol. Six-tenths centimeter of concentrated 
hydrochloric acid is added. The solution is ready for 
use immediately ; however, it improves on standing and 
is stable for many months. 

2. Acid alcohol : 


cubic 


One drop of concentrated hydro- 


chloric acid is added to each 10 cc. of absolute ethyl 
alcohol 
3. Dilute Giemsa solution: One drop of any good 


Giemsa stock solution for each 20 cc. of distilled water. 


All the staining is done in jars, and the procedure 
is as follows: 

1. Deparaffinize the sections in xylene 

2. Hydrate in 95 per cent alcohol 

3. Hydrate in 70 per cent alcohol. 

4. Cover with acid orcein solution for from thirty to 
sixty minutes. 

5. Rinse in distilled water for two minutes or more. 

6. Wipe off excess water and dip shortly into 95 per 
cent alcohol for removal of excess dye. 

7. Transfer to absolute alcohol for decolorization for 
from five to thirty minutes. The sections should now 
be pale brown; the elastic fibers should stand out deep 
purple or black when observed under low power. 

8. Decolorize in acid absolute alcohol until the back- 
ground is almost colorless. This step increases contrast 
considerably, but it should not be extended too long lest 
thin elastic fibers become decolorized (two to ten 
minutes ). 

9. Transfer to tap water for five minutes or longer. 

10. Stain with dilute Giemsa solution for from two 
to twelve hours. Epithelial and other cells now should 
be deep blue and connective tissue grayish pink, grayish 
blue or fairly deep blue. 

11. Wipe off excess fluid and dehydrate in 95 per cent 
alcohol to which a few drops of a 1 per cent solution of 
eosin yellowish in alcohol has been added. The alcohol 
used for dehydration of hematoxylin and eosin sections 
unless too much contaminated with 


is suitable eosin. 


2. The product of the National Aniline and Chemical 
Co. is satisfactory. 


DERMATOLOGY 


AND SYPHILOLOGY 
The tissues lose their blue tinge fairly ray 
step, and decolorization must be stopped w! 
nective tissue has just iost all trace of bh! 
become faintly rose. The epidermis should re: 
blue. 
12. Cover with absolute alcohol for two: 
13. Cover with fresh absolute alcohol for | 
14. Cover with xylene. 
15. Cover with fresh xylene. 


16. Mount in Canada balsam. 


These directions are given here with 
the possibility that the 

being used in other labo: 
modification has been in use in my laborat 
than three years, and well prepared slick 


their colors completely unchanged. 


same combinati 


solutions 1s 


A well stained section shows the foll 


Nuclei are deep blue; the cytoplasm of t 


muscle cells and connective tissue cells 
Plasma cells are dark grayish blue. Eosi 
ules are bright red; mast cell granules are 
purple, and neutrophilic granules are usu 
stained. Red corpuscles are brownish red. ( 
fibers are stained light pink, possibly witha 
ish tinge; elastic fibers are stained deep d 
black. Senile 

elacin and collastin) 
gray and blue. 
purple and decalcified bone light brown. K 
is blue but is usually not prominently st 


lucidum is dark rose and the ke: 


degenerated connective tissu 
various 


presents 


black, Cartilage shows 


Stratum 


colorless or light blue or light pink depending 


tissue reaction and the degree of decolorizati 


inner root sheath of the hair colors deep 


melanin granules are green or greenish black 


pigment, particularly hemosiderin, remains 
retaining its natural hue. Bacteria and my 
deep blue, and Demodex folliculorum in 
stains brown with blue granulations. 


SUMMARY 


Combined staining of sections of skin wit! 
and Giemsa solutions (a modification 
Taenzer method) differentiates in one secti 
components of the connective tissue as we! 
the cellular elements and their granulations 

Attention is directed to the specific greet 
of melanin granules which this modificatio1 
mon with the original method and with 
methods using methylene blue. This ma 
better visible, differentiates it clearly fron 
and renders use of special silver or iror 


necessary. 
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Correspondence 


CHICK EMBRYO ANTIGEN TEST FOR 
LYMPHOGRANULOMA VENEREUM 


tor:—I have read with much interest the 
A. W. Grace, M.D. (The Chick Embryo 
| yegranum] Test for Lymphogranuloma Ven 
; DeRMAT. & SypH. 48:659 [Dec.] 1943) 
: Dr. Heisel and his collaborators ( Heisel, 
Stroud, G., III, in collaboration with Krause, 
W.; Cole, H. N., Jr., and Cord, R.: The 
ryo Antigen [Lygranum] Test for Lympho- 
Venereum: A Clinical Investigation, ArcH. 

& SypuH. 48:379 [Oct.] 1943). 
ison that my colleagues in this clinic and I 


iif 


mm. papule for a positive Frei reaction with 
embryo antigen was that we desired to 
mly specific papules and to be sure of our 
True, there is not much difference between 
papule, employed by Dr. Grace and co-workers, 
zy on t 17 mm. papule. On the other hand, there is the 
fference between a 5 mm. and a 6 mm. papule, 
Curth (Curth, H. E.: Evaluation of Yolk Sac 
tigen for Frei Test, dm. J. Syph., Gonor. & Ven. 
staine 27:47 [Jan.] 1943), employing a 5 mm. papule as 
lia sta gnostic significance, expressed the opinion that 
I tigen gave possibly 24 per cent false positive re- 
1 the group of control cases. Certainly the 
matter of 1 mm. difference between her positive 
rmal reactions and Dr. Grace’s is not enough. 
ur results, we feel, were safer because of our 
7 mm. papule. We still feel that it is un- 
nate that the difference between a negative and 
test must be measured in millimeters, but that 
ns to be the case, and we prefer to regard the 7 mm. 

is positive. 
ver, despite Dr. Grace’s aspersions on the use 
staining the human antigen, we shall continue to employ it 


an get it. 
tunately, it has not been possible for us to 
mplement fixation tests with chick embryo 
use of expense and of personnel. And yet, 


lata gathered from the literature, are we 


helped much more with this procedure? In the recent 
article of Grace and Rake (Grace, A. W., and Rake, 
G.: Complement Fixation Test for Lymphogranuloma 
Venereum, ArcH. Dermat. & Sypu. 48:619 [Dec.] 
1943) the following sentence is noted: “Serums from 
normal persons rarely tixed complement in a dilution 
as high as 1 in 6." Yet the following sentence reads 


“All serums, theretore, which regularly fixed comple- 


— 


as giving a positive reaction.” 


is noted that 65 of the 107 subjects had a maximun 


of titer varying from 1 in 30 to 1 in 6, with an averag 
of 1 in 14. It would be interesting to know how many 
of the titers were 1 in 


This note should not be considered as in any wise 
criticizing the work of Drs. Eaton, Grace, Rake, Shaffer 
and Thygeson. The contrary is the case. My colleagues 
and I have nothing but the greatest admiration tor 
their line of endeavor. This note is simply in answer 
to Dr. Grace’s comments and in the interest of scientific 
clarification. 


Haro_p N. Core, M.D., Cleveland 
1422 Euclid Avenue. 


ALIBOUR’S WATER 


To the Editor:—Alibour was a Frenchman. Eau 
d’Alibour literally means “water of Alibour” or in 
English idiom, “Alibour’s water.” The solution of zinc 
and copper sulfates which Alibour described should be 
so designated. To call it “Dalibour water” is a mis- 
conception, for the ‘d” is not a part of the name but 
is the contracted form of the preposition by which the 
possessive idea is expressed in French. Burow’s solu- 
tion the French would write as “liqueur de Burow.” 
In translating this from the French it would be in- 
correct to say “De burow solution.” Likewise, one 
should not say “Dalibour water” but should call it 
*Alibour’s water.” 


Rosert P. Littie, M.D. 
147 Avenue B, New York 
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SYPHILIS OF THE Liver. R. D. Haun, Am. J. Syph., 


Gonor. & Ven. Dis. 27:529 (Sept.) 1943. 


In the study reported an attempt was made to de- 
lineate clearly the pathologic anatomy and the clinical 
picture of true syphilis of the liver. 

The nature of the few available pathologic observa- 
tions lends evidence to the theory that an actual diffuse 
syphilitic hepatitis 1s the basis of the jaundice seen in 
association with untreated secondary syphilis. Early 
syphilis of the liver has not been observed at autopsy 
at the Johns Hopkins Hospital, and the clinical diag- 
nosis has been made for only 5 of approximately 10,000 
patients with acute syphilis. 

No support is afforded the concept that early post- 
arsphenamine jaundice is a Herxheimer effect or that 
delayed postarsphenamine jaundice is a hepatic mono- 
recurrence. 

Acute yellow atrophy of the liver in association with 
untreated early syphilis was not observed either clini- 
cally or at autopsy. The author doubts the existence 
of such an entity as icterus syphiliticus gravis. 

The gross incidence at autopsy of late syphilis of the 
liver was 0.45 per cent. The incidence at autopsy 
among 1,165 adult patients with syphilis was 4.9 per 
cent. 

A study of the anatomic observations at autopsy in 
66 cases of late hepatic syphilis failed to reveal a 
specific syphilitic diffuse interstitial hepatitis. The out- 
standing characteristic was the focal gummatous nature 
of the process. The healing of gummas with scarring 
produced contraction and distortion of liver tissue; if 
the process was sufficiently extensive the typical hepar 
lobatum resulted. In only 8 cases had the pathologic 
process in the liver been an apparent contributory cause 
of death. 

An analysis of the clinical observations in 73 cases 
of late syphilis of the liver verified by autopsy or 
laparotomy revealed that no single manifestation was 
constantly or even usually present. Abdominal pain 
was the most significant subjective complaint. Other 
complaints were loss of weight, abdominal swelling, 
gastrointestinal symptoms, febrile episodes, jaundice and 


bleeding. The most frequent physical sign was a pal- 
pable liver. Jaundice and ascites occurred in only 9 
and & patients respectively. Fever occurred in 12 


patients. Of the 73 patients, 66 per cent presented other 
evidences of syphilis on physical examination. Portal 
cirrhosis and carcinoma of the liver are the two dis- 
eases most frequently confused with hepatic syphilis, 
and they accounted for the greatest share of erroneous 
diagnoses. 

There was no evidence that hepatic damage due to 
syphilis predisposed to hepatic damage due to arsenicals. 
Arguments advanced the assumption of 
an etiologic relationship between syphilis and_ portal 


are against 


cirrhosis. 

PROBLEMS IN THE EPIDEMIOLOGY OF VENEREAL DISEASE 
IN WarTIME. T. ROSENTHAL, Am. J. 
& Ven. Dis. 27:581 (Sept.) 1943. 


Syph., Gonor. 


The present national emergency does not require any 
deviation from approved practices in control of venereal 


HERBERT RATTNER 


disease or any new approach, but it does demand -, 
newed vigor in the application of tried techr 
Conferences between medical officers of 1 
forces and the public health officials of th: 
community to bring about better underst 
mutual problems are helpful and should be held 
quently. Some persons in charge of important 
and public health activities of official agenci 
as well as military, still need to be convinced of desir 
bility of suppression of prostitution as an 
element in a program for control of venereal 
Of prime importance is the need for ski 
workers for tactful and sympathetic interviews 
patients and for thorough investigation of cases 


SULFADIAZINE AND SULFATHIAZOLE THERAPY 
LYMPHOGRANULOMA WVENEREUM AND CHANCR 
R. O. Noojrn, J. L. CALttaway and W 
ScHvuLzE, Am. J. Syph., Gonor. & Ven. Dis 
(Sept.) 1943. 


27:60] 


30th sulfadiazine and sulfathiazole were efficaci 
remedies in the treatment of lymphogranuloma venereun 
and chancroid. Six grams of the drug was giver 
first day and 3 Gm. daily thereafter for twenty day: 
a total of 66 Gm. In all patients the Frei and the 
Ducrey reactions were unaltered at the end of 
period of treatment, and in 11 patients they wer 
changed six months later. Therapy with either drug 
prevented suppuration and drainage of lymph nodes 
when this had not already occurred. Since reaction 
particularly nausea, are more common with sulfathiaz 
than with sulfadiazine, for ambulatory patients sulfadia- 
zine is the drug of choice. 


PostuRAL HypoTENSION IN TaABES DorsA.is. A. | 
Woorter and A. V. Dresert, Am. J. Syph., Gor 
& Ven. Dis. 27:616 (Sept.) 1943. 

The cause of postural hypotension is unknown. ( 
existing diseases have been found in at least 1! 
per cent of cases of postural hypotension. 
most common of these has been tabes dorsalis, in whi 
it has been suggested that the same pathologi 
may cause the Argyll Robertson pupil and circulator 
insufficiency. A of dorsalis and 
hypotension is reported, and pertinent observations 
made regarding the cardiovascular system. 


25 


case tabes 


THE QUANTITATIVE COMPLEMENT Frxation [es 
SYPHILIS IN MALARIA-TREATED SypHILis: | 
OF THE DILUENT. J. DorGELoH, An 
Gonor. & Ven. Dis. 27:623 (Sept.) 1943 


Blood serum from nonsyphilitic malarial pat 


R. 


react in various serologic tests for syphilis 
or not such nonspecific reactions occur depe: 
ever, on the serologic technic employed. 
Specimens of blood serum from malaria-tre 
in 


patients were examined serologi 


In cases in which determination 


ilitic 
syphilis. 
in the complement fixation test necessitated 
the patient’s serum, nonspecific fluctuations 1 
to malaria were obviated by use of normal s« 


ABSTRACTS FROM 


in of sodium chloride as a diluent. Certain 
ispects ot nonspecific serologic reactions are 


ISS Reuter, Milwaukee. 


y Hicu Icterus INDEX IN A PATIENT WITH 

Hepatic Necrosis FoLLOWING MAPHARSEN. 

GEFTER, D. TurRNorF and T. G. SCHNABEL, 

Syph., Gonor. & Ven. Dis. 27:629 (Sept.) 1943. 

ase of acute diffuse hepatic necrosis following 

therapy for syphilis is reported. The icterus 
- 350, is the highest the authors have found 
rded in the literature. 


, CHOLERAE SuIs AS A CAUSE OF INDOLENT 

SegpcuTANEOUS ABscEss. JosEPH L. Poscu, BERT 

StrorFER and JOHN. WINSLow HIRSHFELD, J. A. 

VM. A. 123:813 (Nov. 27) 1943. 

\ retired Negro laborer aged 73 acquired an indolent 

taneous abscess caused by Salmonella cholerae 
The organism was cultured from the purulent 


Nee ll cudate from the lesion. The patient’s own serum 
ph eglutinated the organism strongly in dilutions up to 
Vil %), A small foreign body had been present for forty 
27: ars at the site of the abscess. 


main source of salmonella infection is probably 


hicacious thy persons who are carriers. The majority of 
enereun viously reported localized infections have been in 
the ildren, 

ty 


REATMENT OF PityrRIASIS ROSEA BY THE INJECTION 
of the TypHow Vaccine. M. H. Expert and 
Orsuka, J. A. M. A. 123:1036 (Dec. 18) 1943. 

er drug Thirty-two patients with pityriasis rosea were treated 
1 nodes ith a single intramuscular injection of killed typhoid 
actions icilli, When the vaccine was administered early, there 
thiazole is prompt involution of the eruption. The adult dose 
ulfadia- s 150,000,000 killed organisms. 


\CTINOMYCOSIS TREATED WITH SULFADIAZINE. WIL- 
\ LARD F. HoLLteNBECK and Davin TurRnorr, J. A. 
Gonor M. A. 123:1115 (Dec. 25) 1943. 


Hollenbeck and Turnoff report a case in which treat- 
n. Co- ment of actinomycosis of the cervicofacial type with 
10 t sulfadiazine resulted in a clinical remission of symptoms. 
There had been progressive involvement of the skin 
1 whi ‘or over a year until sulfadiazine abruptly terminated 
process the disease. The patient received 500 Gm. of sulfadia- 
ula “ine administered continually for four months. It was 
ostur tully two weeks before any noticeable improvement in 
ons art the lesions could be observed. Not only did the abscesses 
disappear, but the scars actually dissolved and left the 

skin in an almost normal condition. 


VERMATITIS CAUSED BY REPRESENTATIVES OF ANA- 
Cor CARDIACEAE IN TROPICAL COUNTRIES. E. D. MERRILL, 
J. A. M. A. 124:222 (Jan. 22) 1944. 


In the Old World tropics certain species of plants 
‘ccur that on contact cause a distinct and often severe 
rmatitis corresponding exactly to rhus dermatitis in 
the United States. All these deleterious species belong 
in the same natural family as do the poisonous species 

Rhus (poison oak, poison ivy, poison sumac), the 


‘Nacarciaceae, and the active principle is the same in 
Cas 

The nacardiaceae are a family of woody plants of 
tidy distribution, chiefly trees, but including some 
rubs 


| vines. It is rather a striking fact that fre- 


quentiy species of the family that contain a contact 


LITERATURE 359 


CURRENT 


poison produce fruits that at maturity may be eaten with 
entire safety. 

American troops serving in the Indo-Malayan region 
may come into contact with some of these poisonous 
species, and a few of them will acquire a more or less 
severe dermatitis similar to rhus dermatitis in the 
United States. HENSCHEL, Denver. 
Contact Reactions Atopy: III. Contact REAc- 

TIONS IN Various Atopic ILLNESSES. MURRAY 

ALBERT and MatrHew Watzzer, J. Allergy 14:437 

(Sept.) 1943. 

Employing an oil-free preparation of sixteen allergens, 
the authors made patch tests on 80 children and 40 
adults suffering from one or several forms of atopi 
illness, including asthma, hay fever, eczema and neuro- 
dermatitis, and vernal catarrh. A large series of non- 
atopic persons were tested as controls. 

The materials employed were prepared by washing 
the raw allergens with ether for several days until no 
trace of oil remained. The residues were then dried 
and pulverized. The powders were incorporated in 
petrolatum to form 25 and 75 per cent ointments by 
weight. 

The allergens included corn, cottonseed, cow  epi- 
thelium, egg, feathers (duck and goose), flaxseed, goat 
epithelium, milk, orris root, plantain pollen, silk worm, 
ragweed pollen, timothy pollen, tobacco, wheat and wool. 

According to the authors, the atopic contact reaction 
with oil-free allergens is different from the allergic 
contact dermatitis following the applications of dyes, 
resins, oils and other substances. “It consisted pri- 
marily of shiny, discrete, minute vesicles. Erythema 
was an inconstant finding. The surface of the 
lesion was rough and dry, and subsequently underwent 
desquamation. Pigmentation, hemorrhage, and necrosis 
were not observed even in the most marked reaction, 
but a slight amount of induration was occasionally 
noted.” 

Children reacted far more frequently than adults. 
One or more positive reactions were obtained in 75 per 
cent of children with asthma, in 75 per cent with vernal 
catarrh, in 62.5 per cent with eczema and neuroderma- 
titis and in 60 per cent with hay fever. In adults, posi- 
tive reactions were obtained in 12.5 per cent with 
asthma, in none with vernal catarrh, in none with 
eczema and neurodermatitis and in 7 per cent with 
hay fever. 

Silkworm and feathers elicited the highest number 
of positive reactions, with almost equal frequency 
among the various illnesses. Foods rarely caused posi- 
tive contact reactions. Milk, wheat and eggs did not 
elicit a single reaction in 53 tests on children. 


DerMaTiTIs Due TO RESIN-FINISHED SHORTS AND 
Fasrics: AN INVESTIGATION OF THE CAUSE, PATHO- 
GENESIS AND RELATED PHENOMENA OBSERVED IN 
Ten Cases. Harry Kiet, J. Allergy 14:477 (Sept.) 
1943. 


From observations in a group of 10 cases of derma- 
titis due to resin-finished shorts and other fabrics, the 
author is convinced that neither abietic acid nor glycerin 
abietate is the cause of the dermatitis. In his opinion, 
the etiologic agent is a special ester gum, which in the 
presence of a wetting agent, such as lauryl sodium 
sulfate or triethanolamine oleate, forms a water-miscible 


emulsion. He was unable to determine whether the 


ret! | 
| 
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presence of the wetting agent enhances the cutaneous 
effects of the ester gum simply by the change in the 
physical state of the latter substance or by an actual 
increase in the penetrating power of the mixture. 

He warns that fabrics covering large areas of the 
cutaneous surface should not be finished with mixtures 
containing resins, particularly in the presence of a 
wetting agent, unless it can be shown that such mixtures 
have negligible sensitizing powers. 


MENDELSOHN, New York. 


X-Ray TREATMENT OF MALIGNANT DISEASE OF THE 
Skin. B. W. Winpveyer, Brit. J. Dermat. 55:113 
(May) 1943. 

It has been stated that both the curative and the 
cosmetic results in the treatment of cancer of the skin 
are superior in cases in which radium is employed. 
The author’s object in this paper is to state again the 
claims of roentgen rays in the treatment of basal cell 
and of squamous cell epithelioma and to show that 
equally satisfactory results can be obtained. For small 
and superficial lesions it is not necessary to have a 
large percentage dose, and the majority of lesions can 
be treated by rays produced at low or medium kilo- 
voltage. For some more infiltrating growths it is 
necessary to use a more penetrating beam with a higher 
kilovoltage. 

In all, 165 patients with basal cell epithelioma and 
35 with squamous cell epithelioma were treated from 
1938 until the end of 1941. All the small superficial 
lesions were treated with a single application, some by 
the 95 kilovolt technic (focal skin distance & cm., 95 
kilovolts, 2.5 milliamperes, filtration 1 mm. of aluminum 
and output 220 r per minute), 2,500 r being given to 
an area 2 cm. in diameter, and some by the 200 kilovolt 
technic, with a dose of 3,000 r. The single application 
is followed by a typical moist desquamation. This 
appears in about fourteen days and takes about three 
weeks to heal. The cosmetic results have been satis- 
factory and compare favorably with those obtained with 


radium. 


A Case oF Fox-Forpyce Disease. A. C. ROXBURGH, 

Brit. J. Dermat. 55:121 (May) 1943. 

Roxburgh reports a case of Fox-Fordyce disease in 
a married woman 25 years of age. She had closely set 
perifollicular domed papules in both axillas. The 
papules were dark brown with a slight violet tint; they 
extended down from the axilla to the areola of each 
breast. With treatment with 1 mg. of diethylstilbestrol 
daily there was immediate improvement. Histologically 
the apocrine glands were normal and showed no signs 
of inflammation around them. In spite of there being 
no inflammation of the apocrine glands in this case, the 
distribution of the papules corresponded closely to that 
of the apocrine glands. The author therefore believes 
that this condition is a disease of the apocrine glands 
associated with an inflammation, not about the glands 
themselves but about the hair follicles into which the 
apocrine glands discharge their secretion. 


KERATODERMIA BLENORRHAGICA: SOME FURTHER Ob- 
SERVATIONS AS TO AETIOLOGY. A. GIRDWoOoD FER- 
GUSSON and FRANK J. Lees, Brit. J. Dermat. 55:125 
(May) 1943. 

The authors report a case of keratosis blenorrhagica 
and conclude that this disease appears to be nonspecific 


and etiologically related to such diseases as 
erythema nodosum and erythema multifor; 
disease should therefore, in their opinion, by 
not among the hypertrophies but among th: 
inflammatory diseases of the skin. 


PsorIasis AND Eye Corovur. E. Lipma: 
3rit. J. Dermat. 55:131 (May) 1943. 


Ryle stated that blue-eyed or gray-eyed 
especially liable to psoriasis. To test this 
Cohen examined 60 men with psoriasis ar 
with scabies from the same population as cont: 
or gray eyes were found in 25 (42 per cent 
men with psoriasis and in 30 (50 per cent 
with scabies. The author concludes that psori 
not occur more frequently in persons with blu: 


{ 


eyes than in persons with brown or green eyes 


AN EpipEMIC IN CHILDREN, CHARACTERIZE 
VERSITY OF LESIONS IN SKIN AND Mvcol 
BRANES, PROBABLY CAUSED BY STREPTOCOCCI 


ENES. P. B. Mumrorp and A. G. Hepptesy 


Brit. J. Dermat. 55:143 (June) 1943. 


The authors describe a nonfatal epidemic 


infect 


affecting all of 27 children, aged 2% to 5 years 


colony of evacuees and several members of t! 
staff. It persisted with remissions for more 
months. 

About half the children had inflammatory | 


the nose, eyes, mouth and skin. Six were confi 


bed and isolated with pyrexia and eruptions of 
severity. The matron had a sore throat. The 


sister in charge of the children had a papulove 


eruption of the extensor aspects of the limbs, 
effect on her general health. 


The distribution and appearance of the lesion 


Varyvil 


ny 


with 


children suggested first an external irritant. Ex; 


areas of skin and mucous membranes were it 
the effects of constant scratching and rubbir 


obvious, and constitutional disturbance was consider 


to be the result of secondary infection. E 


ivolv 
ig 


xtensive 


patch tests with a rare type of grass with whic! 


mace 


children’s playground had been sown were ma 


the children with the worst eruptions, but all r 
proved negative. Within a few weeks man 


aul 


eactions 


children were affected, and several were toxemic, 


high temperature, rigor and prostration. As 


nidem} 


the colony were becoming involved and the epic 
was growing out of control, bacteriologic investigat 


were undertaken. A high proportion of patient 


found to be harboring hemolytic streptococci o! 


type 4. Therapy with sulfonamide compounds wa 


troduced. Rapid amelioration of general a! 
symptoms followed, but every “cured” patient 
relapse on fresh contact with other children. 


A CASE OF PSEUDOMEMBRANOUS INTERTRIGO 
CaRLETON, Brit. J. Dermat. 55:154 (June) 


The author reports a case of rebellious 
membranous intertrigo in a girl aged 7 months 
was a strong clinical resemblance to both 
diphtheria and moniliasis. The organisms 
the disease in this instance were staphylococc: 
cocci, Pseudomonas pyocyanea and Proteus 
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ABSTRACTS 


DvurRING SHORT 
BISMUTH, 


CHANGE OCCURRING 
NEOARSPHENAMINE AND 


c Were PossisLE WHILE PATIENTS STAYED 
NEREAL DISEASES CENTRE FOR AFRICAN 
Parts I, II ann III. W. A. Youna, 


Dermat. 55:169, 199 and 229, 1943. 


rvations made on the trend of the Kahn 
ile short but intensive antisyphilitic treat- 
g carried out can now be put into simple, 
ments relating them to differences of clinical 
ronicity of stage that were encountered 
patients. Syphilis of clear manifestation, 
nary or secondary, 1s nearly always char- 
a rising Kahn reaction, until with the 
high seropositivity there presumably set 
asis dee immunity and regression, with some subsequent 
decline in seropositivity. The tendencies 
reaction to rise and to fall are found 

evenly balanced in patients whose lesions 

re not certainly syphilitic; an appreciable 

rtion of such patients have no change of the Kahn 
either way after a short course of treatment. 
han half of the cases in which the Kahn 
PLESTON tion is 2 plus and the lesions are obviously syphilitic 
xt reaction 1s of higher value; in more than one 
persons with manifestations less definitely 

itic it remains at the same level. A _ primary 
infection with a moderately positive Kahn 

tion almost always gives a higher reading the 
ime despite treatment; if a 2 plus reaction 
iated with a genital lesion does not rise, it is fairly 

sions Ot rtain that the lesion does not relate to a primary 
ectior \ large number of the genital lesions seen 
\frica are associated with a positive Kahn 
nursing reaction which exhibits no clear tendency to move up- 
vesicular rd. Nevertheless, except in cases of extremely low 
extremely high seroreactivity, the Kahn reaction in 
is more frequently found higher than lower 


s in the ter a short course of treatment. A 4 plus reaction 
ee suffer depression, but a sudden complete reversal 
ie ; m so high a degree of positivity is unlikely. There- 

it is only with reactions of the uncertain low 


grees of the Kahn scale that reversal is likely in an 
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appreciable proportion of cases after a short course of 
treatment. 

It is shown that in persons in whom the manifesta- 
tions of syphilis are clear, such as those with fairly 
typical chancres containing Treponema pallidum or those 
having indubitable secondary cutaneous lesions, there is 
a rising Kahn reaction despite a short course of treat- 
ment until the seropositivity is high, when, presumably, 
immunity and regression begin to set in and a propor- 
tion of falling reactions begin to occur. In the early 
stages of seroreactivity, however, the reactions in some 
It is further shown 
whom the 


patients do decline or disappear. 

that in persons with syphilis in 
themselves are less definitely syphilitic there 1s a much 
smaller proportion of Kahn reactions of moderate posi- 
tivity that increase in degree. The proportion depressed 
after treatment is, however, also small. It is surmised 
that chronic treponemal infection of some sort and 
possibly this continuous treatment and a reinoculation 
or a superinoculation may often in East Africa pro- 
duce various types of syphilitic reactions on the genitals 
of patients in whom a fair degree of immunity or 
equilibrium and of stability of seroreactivity have be- 
It is finally concluded that, apart 


lesions 


come established. 
from the doubtful degrees of 
primary infections, reversal of Kahn positivity after a 
The only declin- 


seropositivity in early 


short course of treatment is unusual. 
ing Kahn reactions in manifest syphilis are those which 
vere initially 4 plus and these cannot suddenly be 
serologic 


wiped out. In less manifest syphilis the 


reaction is apt to be rather stable. 


A CuinicaL Note on Two Cases oF ACANTHOSIS 
NicRIcANS. G. A. GRANT PETERKIN and E. CoLin 
Jones, Brit. J. Dermat. 55:185 (July) 1943. 

The authors report 2 cases of acanthosis nigricans of 
the benign or juvenile form. There was no evidence 
of a malignant growth or of tuberculosis in either case. 
The cases are reported because of the rarity of this 
disease and because both patients were observed in a 
military hospital for patients with dermatologic diseases. 


BLUEFARB, Chicago. 
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Carrott S. Wricut, M.D., Chairman 
CarMEN C. Tuomas, M.D., Secretar) 
Philadelphia, March 20, 1943 


A Case for Diagnosis (Dermatitis Herpetiformis? 
Benign Chronic Pemphigus?). Presented by Dr 
Joun B. Lupy, Philadelphia. 


B. S., a white girl aged 8% years, well nourished and 
mentally bright, presents a symmetric outbreak on vari- 
ous parts of the body, especially where there is friction. 
3ullae in various stages and of various sizes are present 
in these locations. Recent lesions are tense and almost 
globular at times. Eventually they break and crust, 
leaving reddish persistent stains. The disease had its 
onset when the patient was 4+ years old as blebs at the 
margin of the left nostril, on the labia majora and the 
hands, in the axillas and groins and on the neck, feet 
and legs. It has been present intermittently ever since. 
Only once have lesions appeared on the mucous mem- 
branes. Itching is present but not severe. The child 
had scarlet fever in November 1942, and since then the 
eruption has been worse. All laboratory tests have given 
normal results except for an increase 1n eosinophils to 12 


per cent. The patient has received 2 Gm. of sulfadiazine 
daily for the past week. Arsenic has always been 
helpful. 


DISCUSSION 


Dr. J. V. KLauper, Philadelphia: One feature which 
was not brought out in the history is that the lesions 
appeared after vaccination. The mother is not cer- 
tain what the interval of time was. This places it in 
the category of bullous eruptions of virus origin and may 
serve as a therapeutic lead, namely, the use of another 
virus-producing agent. Of course, the only one available 
is smallpgx, but in the field of veterinary biologicals there 
are four or five such agents. Unfortunately, many of 
them are not viable, and it is a question how effective 
a virus is that is not viable. The possibility of a vaccine 
is then to be considered. 

Dr. E. New York: I incline 
to the opinion that this child has dermatitis herpetiformis. 
I do not know what the connection may be with a pre- 
ceding vaccination. This child is subject to periodically 
recurrent outbreaks. The mother states that she has 
given her iodized salt ; if the child has dermatitis herpeti- 
formis, I think one of the first things to do is to eliminate 
iodized salt. In order to make the diagnosis more 
definite, I suggest the use of a patch test with potassium 
iodide ointment. If it is dermatitis herpetiformis, the 
treatment should be administration of arsenic. 


Dr. H. Hanrorp Hopkins, Baltimore: This may he 
the so-called familial benign pemphigus, and a biopsy 
should certainly be made, because the histologic picture 
is characteristic. If it is not, our experience in Baltimore 
with the sulfonamide drugs has been that sulfapyridine 
is effective in many cases of dermatitis herpetiformis 
whereas none of the other sulfonamide drugs have any 
beneficial effect. This child has been treated with sulfa- 
diazine without apparent effect. lf there is any difficulty 
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in obtaining a biopsy, I suggest that sul 
tried. In all but 1 of approximately 9 ca 
my colleagues and I have used it, the eff 
dramatic. 

Dr. Epwarp F. Corson, Philadelphia: 
given sulfadiazine just a few days ago a: 
much better. The bullae, which were th: 
pigeon’s egg ten days ago, have disappeared 
ently no new ones are coming out. We hav 
encouraged by her appearance today. 
always been well controlled by the administra 
arsenic, but that cannot be continued indefinite! 

Dr. H. Hanrorp Hopkins, Baltimore 
tients treated with sulfapyridine, in 6 the er 
cleared entirely and has remained so as long 
receiving the drug. As soon as its use was dis 
the dermatitis herpetiformis recurred. I hav 
who has been taking sulfapyridine in doses 
6 Gm. a day for four years. As long as he tal 
drug, his skin remains clear, but relapses occur in twent 
four to forty-eight hours when he discontinues its 
Sulfapyridine has changed him from an invalid ¢ 
useful citizen. He and several others have had trials 
all of the sulfonamide compounds, with slight bene: 
from some, but from none of the others the really d 
matic effect of sulfapyridine. I think if this erupti 
dermatitis herpetiformis, the child’s skin may clear 
tirely with it. 

Dr. Maurice J. Costetto, New York: In | 
(ArcH. Dermat. & SypH. 41:134 [Jan.] 1940 
treated a patient with dermatitis herpetiformis by t 
oral administration of sulfapyridine. She had had the 
disease for five years and has remained well to dat 
I do not agree that patients with dermatitis herpet 
formis do not respond to sulfathiazole. In my exper 
ence they respond favorably while taking the drug, but 
the disease promptly recurs when use of the drug 
discontinued. 

Dr. Wa ter F. Lever, Boston: Dr. Swartz and | 
have tested the therapeutic efficiency of the vari 
sulfonamide compounds in treatment of dermatitis her 
petiformis, and it is our conclusion that sulfapyridine 
by far the best. I believe that sulfathiazole is definite! 
second, sulfanilamide third and sulfadiazine a poor 
fourth. 


ine er 


Ocular Pemphigus. Presented by Dr. J. V. Kia! 
and Dr. ALFRED Cowan, Philadelphia. 
The case of M. P., a white woman aged 59, has beer 

previously reported (case 3 [fig. 4] in our article “Ocular 

Pemphigus and Its Relation to Pemphigus of the Ski 

and Mucous Membranes,” [4m. J. Ophth. 25:643-%- 

1942]). 
Her first symptoms, which appeared about 1920, were 

burning of the eyes and a sensation as of a foreign bod 

At that time a diagnosis of trachoma was made and 

operation performed on each eye, the exact type 

operation being unknown to the patient. Soon after this 
she complained of poor vision. She first visited the Wu 

(Eye) Hospital in 1928, at which time the vis! 

of the right eye was 3/60 and that of the lett 

There has never been any cutaneous or oral in\ 

The details of the ophthalmologic examination wet 
reported in the aforementioned paper. Thc essems 
features are: shriveling or contraction (progressive 


eye 
vement 


A 


va. Causing narrowing of the cul-de-sac and 


esulting in adherence of both lids to the 
ce of adhesions or cicatricial bands (part of 
g process) extending from the palpebral con- 
the globe, and formation of an opaque mem- 
the cornea (left eve) causing blindness 
DISCUSSION 

D ep Cowan, Philadelphia (by invitation) 
gic process in ocular pemphigus is practically 
s that of pemphigus of the mucous membranes 
er parts of the body, except that probably the 


res s more disastrous. There is a general shrink- 

conjunctiva which is comparable to the 

a ses found in cavities of the body—vagina, esophagus 

a er ere pemphigus of the mucous membranes occurs. 
ntually cicatricial bands form which cause adherence 


s to the globe, and ankylosis due to adherence 
entire lid to the eyeball occurs. Still later, as th: 
ess s on, the cornea is affected almost invariably 
with gradual and probably complete loss of vision 


1 at fhe following remarks were made as accompaniment 
from ] intern slides shown on the screen.) 
takes t ese slides were made in 1940. (First slide): This 
in twent the right eve, in which the condition has progressed 
es its us lesser extent than in the left. At first there is a 
valid to a mndaney of the conjunctiva, which is represented in 
1 trials the lower portion of the eve, and next occur the cicatricial 
t benet is, which cause adherence of the lids to the eveball, 
eally dr rticularly around the cornea. The cornea is affected 
ruption js ter, and in this particular case it was only 0.1 mm. 
lear k and invaded completely by small blood vessels. 
vision in this eve in 1940 was low. Today it is 
In 19 er. (Second slide): This is the left eve. It shows 
1940) | more advanced stage in that the cornea is now com- 
is by t etely covered by a membrane which is similar to the 
i had t idermis. Under the slit lamp one can see the wrinkles, 
a de greasiness and the desquamation that appear in skin. 


is almost completely opaque. There is light percep- 
only ve, there is a symblepharon which causes 
nen ‘he herence of the lid to the cornea. The end result in 

ae practically all of these cases is a complete adherence of 
lids around the entire eyeball. 


tz and | Dr. J. V. Krauper, Philadelphia: Ocular pemphigus 
» vari one phase of pemphigus of the mucous membranes. 
titis her ¢ lesions may be confined to the conjunctiva through- 
vridine t the course of the disease. They may be associated 
definitel th involvement of other mucous membranes (oblitera- 
a poor gen ot the nasopharynx, for example). Atresia of the 

gina was present in 1 of our patients. In other cases 

; ‘ricture of the esophagus has been reported. Lesions 
KLAUDE i) Of May not appear on the skin, and when they do 


are usually of a localized bullous tvpe. The disease 
becomes generalized and fatal. The term “essen- 
“Ocular Mal shrinkage of the conjunctiva” has led to confusion. 
veling of the conjunctiva is a symptom, the end 
it of a pathologic process that may be caused by 
is; it may, however, accompany bullous diseases 


the Ski 


20, were ther than pemphigus (erythema multiforme and_ bul- 
gn bod us eruptions after vaccination) or it may be the end 
» and a! result any violent inflammation of the conjunctiva 
type 0! mpanied by destruction of tissue. Accordingly, 
iter this - rivelir x of the conjunctiva is classified into three types. 
he Wills wen the shriveling or shrinkage is caused by pemphigus, 
| acutt ' presents certain characteristics that differentiate it 
ye I/f Tom that due to other causes. 

vement Dk. C. Charlottesville, Va.: I should 
al im whether operative intervention helps in sepa 


| ating the adherent lids. 
sive > 
Dr \LTER F. Lever, Boston: I have seen 20 per- 


Ns with ocular pemphigus, and it is my impression that 
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it is well to recognize it as a special form cf pemphigus 
because of its benign chronic course, with no fatalities, 
and its tendency to produce scarring. Cutaneous lesions 
also may cause scarring, as noted in 6 Cases. 

Dr. ALFrEp Cowan, Philadelphia (by invitation): 1 
have never seen cohesion of the lids—that is, of one lid 
to the other. The tendency is always for the lids to 
become adherent to the eyeball itself, just at the margin 
of the cornea, above and below. It seems as if the skin 
has a tendency to grow over from one lid to another 
when the cornea becomes keratinized. [ think surgical 
intervention is useless and almost criminal, because it 
insults an already insulted eve. It never does any good, 
so far as I can see. 
Pemphigus Vulgaris. Presented by Dr. |). M. 

Stpiick, Philadelphia. 

Kk. T.. a white girl aged 314 years, does not appear 
to be in pain or otherwise uncomfortable. The date of 
onset of her illness is uncertain. Her guardian stated 
that the child had this disease in September 1942: “A 
watery substance oozes from the sores; they seem to dry 
up and then break out again.” At the time of her admis- 
sion to the hospital (Nov. 7, 1942) tense bullous lesions 
were present about the perioral region and on the entire 
cutaneous envelope, particularly on the posterior aspect 
ot the trunk; there were no lesions on the mucous 
membranes. At first the lesions would last approximately 
three days and after remission would leave a superficial 
exfoliative dermatitis. Later, they would become flaccid 
and the contents purulent. Roentgenograms of the chest, 
the spinal column and the long bones revealed normal 
conditions. The Kolmer and Kahn reactions of the 
blood were negative. Blood counts revealed erythrocytes 
ranging from 3,500,000 to 3,850,000 and leukocytes from 
9,000 to 11,000; the differential distribution was normal. 
No abnormal cells were observed. Routine chemical 
examination of the blood revealed nothing abnormal. 
Urinalysis showed a specific gravity ranging from 1.030 
to 1.045, an alkaline reaction and the presence of occa- 
sional hyaline casts. The result of a Pels-Macht test 
on November 26 was reported by Dr. Macht as positive. 

The progress may be summarized as follows: Crops 
of bullae appeared every third to seventh day, appar- 
ently not influenced by any form of treatment. On occa- 
sions the eruption was associated with a constitutional 
reaction, the temperature rising to 102 or 103 F. and 
the child becoming listless and refusing food. On two 
occasions the stools were streaked with blood, and once 
hyaline casts were present in the urine. 

The patient was given sulfathiazole, 4 grains (0.26 
Gm.) every four hours, for one week. Its use was 
discontinued at the end of a week because of diarrhea. 
Ultraviolet irradiation from a quartz lamp was given 
morning and evening, beginning with two minutes daily 
and gradually increasing to five minutes. She has 
also received viosterol in oil, beginning with 5 minims 
(0.31 cc.) and increasing to 15 minims (0.92 cc.) daily. 
She has had three blood transfusions, of from 150 to 
200 cc. each. At present she is receiving acetarsone. 
Locally a paste of tannic acid and boric acid in an 
oxycholesterol-petrolatum base (aquaphor) has been 
applied. Medication has not influenced the lesions or 
the course of the disease. 

DISCUSSION 

Dr. Frep Wise, New York: I always doubt the 
existence of genuine pemphigus vulgaris in children, and 
I do not accept such an interpretation for a child. There 
is a choice of other diagnoses, such as erythema multi- 
forme bullosum, dermatitis herpetiformis and toxic bul- 
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lous eruption. In my opinion the prognosis tor this child 
IS good, so tar as true pemphigus does not occur in 


children 

Dr. Joux H. Stokes, Philadelphia: I think the diag- 
nosis of pemphigus tor children is much too often made. 
In most cases the disease turns out to be bullous ery- 
thema multiforme. 

Dr. Jacop H. Swartz, Boston: In several cases I 
have been able to reproduce bullous and pemphigoid 
lesions simulating those of dermatitis herpetiformis at 
the sites of intradermal injections of a suspension of 
Bacillus coli in patients with dermatitis herpetiformis 
! was able also in a few cases to produce similar lesions 
with staphylococci and in 1 instance with streptococc), 
hut the majority of patients showed a definite ailergy to 
B. coli with both autogenous and stock antigen. 

Nott.—There has been no change in the course of the 
patient’s condition. Bullous or vesicular-bullous forma- 
ticns on the skin and occasionally on the mucous mein- 
brane continue to appear. The various methods of treat- 
ment advocated have been tried but so far have proved 
of no avail. 


A Case for Diagnosis (Erythema Multiforme 
Bullosum? Localized Pemphigus Vulgaris?). 
Presented by Dr. Carroitt S. Wricut, Philadelphia. 


H. S., a white man aged 61, in April 1942 had a group 
of “blisters” on the chest. This outbreak was followed 
by outbreaks of large bullae on the feet and ankles. 
There was no accompanying systemic disturbance. All 
the lesions cleared except those on the right foot, where 
new bullae appear at intervals of two to four weeks. 
Examination on March 18, 1943 showed one bullous 
lesion about 1 inch (2.5 cm.) in diameter on the dorsal 
surface of the right foot and two or three healing lesions, 
the sites of recent bullae. A blood count and a urinalysis 
gave normal values. The patient has been given a bland 
ointment, fractional roentgen ray therapy, a bland diet 
and solution of potassium arsenite. 


DISCUSSION 


Dr. Joun H. Stokes, Philadelphia: It seems to me 
that this is a good illustration of a local allergic staphylo- 
dermic process. To call it pemphigus is, I should say, 
slavery to nomenclature more than anything else. Ona 
“stasis leg” of that sort I have seen several patients 
acquire recurring bullous eruptions in which the local 
tissue situation seemed to keep the process fairly well 
confined to the same area. I am confirmed in this view 
not alone by the absence of constitutional symptoms in 
these patients but by their almost uniformly good re- 
sponse to compression bandaging, the persistent use of 
Castellani’s paint (fuchsin, phenol, boric acid, acetone and 
resorcin) and any other effective agent which does not 
have sensitizing properties. This is the type of case in 
which one should not use sulfathiazole for a period 
longer than ten days or two weeks because of the risk of 
inducing systemic sensitization. I should feel encouraged 
about this man’s situation; I do not like to apply the 
word “pemphigus” to it because that carries such an 
element of discouragement. 

Tuberculosis of the Skin; Sarcoid (?). Presented 
by Dr. Carrot, S. WRIGHT. 


H. G., a Negro woman aged 43, presents on the face, 
neck and upper and lower extremities numerous elevated 
flat skin-colored and shiny nonulcerative painless 
growths, varying from 0.5 cm. or less to several centi- 
meters in diameter. Many of these lesions, particularly 


on the extremities, have undergone involution, leaving 
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shiny atrophic scars. The patient had tuber 
In 1937 an elevated growth app 
Numerous other growths 

since then. The sputum has repeatedly fai 
acid-fast bacilli. A roentgenogram of the 

an infiltration and fibrosis in the upper lob: 
right and the left lung. The biopsy rev: 
corium a fairly well defined nodule compos 
tubercle-like lesions The cells making 

were spindle shaped, elongated and vesicul 
arranged in whorl-like fashion. They ri 
Scattered sparsely between t! 


in 1935. 


left forearm. 


thelioid cells. 
at the periphery were lymphocytes, and in one pe; 
ally placed area there was a giant cell of + 
type. The picture is not typically that of 
yet it resembles tuberculosis more than it d 
disease. 
ities of pseudotuberculosis or of Boeck’s sar 


There is no caseation necrosis. The pos 


be considered. 
DISCUSSION 


Dr. J. V. Kuauper, Philadelphia : 
diagnosis of sarcoid of the type seen in Negroes, » 
ularly in the United States. The patient has ke: 
We treated her some years ago for that. | 
keratitis is a distinctive type, otten mistaken for 
stitial keratitis. The nature of the deposits, 
is different; they are described as mutton-jat 
There is an interesting question from the opht! 
standpoint as to how many types of uveitis kerat 
are based on sarcoid causation. Dr. Wilson has | 
interested in this problem and is now examining « 
tonsil removed from patients with uveitis in th 
establishing a diagnosis of sarcoid. 


I agree wit 


Folliculitis Capitis Abscedens et Suffodiens 
Associated with Tinea Capitis. Present 
Dr. S. and Dr. Revsen | 
MAN, Philadelphia. 

M. C., a 7 year old white girl, presents over the rig 
parietal and parieto-occipital regions an irregular br 
bandlike area of patchy cicatricial alopecia. This 
is bordered by and also studded with islands of 
ently normal hair. However, here and there with 
area an extracted hair presents a thin gelatinous sh 
There are boggy nodular masses in varying stages 
suppurative development. From these a purulent ¢ 
date can be expressed. A few small superficial pust 
follicular and nonfollicular, are also noted. The erupt 
began on the right parietal region approximately 
ago and has been extending posteriorly toward 
across the parieto-occipital region. Examination 
a Wood filter revealed fluorescence in hairs 
anterior parietal region. Some extracted hairs 
studded with spores, of which cultures were mac 
aerobic and anaerobic cultures of the contents of n 
masses produced no growth. 


DISCUSSION 

Dr. Jacop H. Swartz, Boston: I should hk 
this child’s disease favus. I noticed scattered are 
the back of the scalp where there were yellows! 
crusts, and the odor is characteristic of favus 

Dr. George M. Lewis, New York: At 
time there does not seem to be much eviden 
the diagnosis of folliculitis capitis abscedens ¢t sult 
or dissecting cellulitis. The pustules are 
There are erythema, crusts and beginning at! 
ically, folliculitis decalvans and favus see! 
diagnoses to consider. The result of cult 


decide. 


| | 4 
| 
a1 


S. Wricut, Philadelphia: One cannot 
scesses today, but the patient has had them; 
most like kerion. 


Epidermodysplasia Verruciformis. Presented by 
po F. Riccuivuti, Pottsville, Pa. 
obese white woman aged 54, exhibits ery- 
edema over the flush areas of the cheeks. 
extends from under the lower lids over the 
es of the cheeks to the corners of the lips 
ove the eyebrows to the scalp. The sides 
and neck are clear. On the malar surfaces 
e nose the skin is thrown into minute folds 
with papules measuring from 2 to 5 mm. 
me From the corners of the mouth to the chin 
i twelve to fifteen tiny papules capped with a slight 
ere are numerous discrete slightly elevated 
verrucous lesions measuring from 2 mm. to 
liameter distributed over the forearms and arms 
backs of the hands. There are two groups of five 
lesions arranged in linear fashion. Scattered on 
there are a number of pigmented macules. 
, single lesion above the left knee. The palms 
are tree, and the rest of the body is clear. 
no family history of consanguinity, and there 
similar eruption in the patient's parents, 
ives or children. She has had no serious past illness 
phlebitis following the birth of her last child, 
vears ago. Varicose veins and a varicose ulcer 
left leg resulted. The present eruption appeared 
Red and brown spots began to appear on the 
It is the patient’s impression that some of these 
appear and new ones reappear at new sites. About 
go (1938) the face became swollen and red 
numerous “spots” appeared. At times these dis- 
ear almost completely and later recur. 
urine was normal, and the Wassermann reaction 
blood was negative. A complete blood count re- 
iled 76 per cent hemoglobin, 4,200,000 erythrocytes and 
1X) leukocytes, of which 33 per cent were lymphocytes, 
er cent neutrophils, 3 per cent eosinophils and 3 per 
monocytes. 
report of the biopsy was as follows: “The epi- 
ermis was moderately acanthotic; the surface was ver- 
is and covered by a densely laminated horny layer. 
basal cell margin was intact. The granular layer 
reased; the cells in this layer were ballooned ; the 
toplasm was somewhat clear; the nuclei were well 
rmed, and the granules could be seen in the cell body. 
There was little inflammatory process in the cutis, but 
ere was a moderate amount of basophilic degeneration. 
he diagnosis was epidermodyplasia verruciformis {Lutz 
Lewandowsky) (Drs. D. L. Satenstein and Wil- 


Sachs) 
patient was given a “rosacea” diet, dilute hydro- 
ric acid by mouth and wet dressings of aluminum 
trate to the face. The edema disappeared and half- 


strength white lotion N. F. was used. No treatment was 
given to the lesions on the arms. 
DISCUSSION 

De. Maurice Sutiivan, Baltimore: I think that epi- 

ermodysplasia verruciformis is an acceptable diagnosis. 

‘he onset is rather late in life, but in the group of cases 

h Dr. Ellis and I reviewed in 1939 there were some 


reports of onset after 20 years of age. Histologically this 
ase coniorms to the description of this disease, except 


that the changes are not as advanced as in the case re- 
‘orded by us (Sullivan, M., and Ellis, F. A.: Arcu. 
VerM vr. & SypH. 40:422 [Sept.] 1939). 

UR. krep Wise, New York: From the clinical appear- 
ance ne it would be, in my opinion, almost impossible 
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to make a definite diagnosis of epidermodysplasia, but 
the histologic appearance seems to be in favor of it 
Ballooning degeneration of the epidermis is a charac 
teristic feature of the disease. The unusual feature in 
this case is the pronounced erythema of the face asso 
ciated with edema. In most of the cases some signs otf 
active basal cell epithelioma exist. 1 regard this erup 
tion as a variant or transitional stage of the classic 
eruption, 

Dr. Francis A. Extis, Baltimore: This case demon- 
strates well why Hoffmann (Arch. f. Dermat. u. Syph 
155:318, 1928) preferred the name verruca generalisata 
for this disease. The primary lesions look like typical! 
verruca. In our case the lesions had a lichen-planus 
like appearance. Ten years’ duration may be a little 
early for epitheliomatous changes to have developed. 

Dr. JosepH F. Riccuiutt, Pottsville, Pa.: This 
woman has a few lesions on the right side of the nose 
which I have been watching and which appear suggestive 
of an early malignant process. Some epitheliomatous 
changes may occur there later. 


Gold Dermatitis, with Spectrographic Evidence 
of Deposition of Gold in the Skin. Presented 
by Dr. Joun B. Lupy and Dr. C. C. THoaas, 
Philadelphia. 

F. M., a white woman aged 59, shows mottled brown 
red pigmentation on the forehead, cheeks and nose. The 
trunk and extremities show evidence of a disappearing 
dermatitis. Exfoliation of the skin of the palms and 
soles is progressing. The patient had erysipelas of the 
face and scalp in 1937 and was hospitalized ten and 
fifteen years ago for an undiagnosed dermatosis. She 
has had arthritis for many years and had received intra- 
muscular injections of a gold compound twice a week 
since mid-February, a period of four or five weeks, when 
there developed an erythematous eruption of the arms, 
legs and face which later spread to the trunk and resulted 
in gradual exfoliation of the skin. There has been 
gradual improvement except for one exacerbation while 
she was in the hospital. Her temperature on admission 
varied from 100 to 103 F.; it is now normal. The urine 
was normal, and the serologic reactions of the blood were 
negative. Blood counts showed 10,000 to 11,000 leuko- 
cytes, with a normal differential count except for 4 per 
cent monocytes. Spectrographic examination of involved 
skin of the left thigh showed 0.5 microgram of gold per 
gram. The blood contained 0.15 microgram of gold 
per gram. The patient has received three intravenous 
injections of sodium thiosulfate of 1 Gm. each, starch 
baths and socthing lotions. 


DISCUSSION 

Dr. E. AsrAmowiTz, New York: 
where was that specimen taken? 

Dr. Carrot, S. Wricut, Philadelphia: 
involved skin of the left thigh. 

Dr. E. WILLIAM ABRAMOWITZ, New York: 
say that that result is of little significance, because gold 
will be found in the nonaffected areas of the skin as weil. 

Dr. CARMEN C. Tuomas, Philadelphia: We did not 
draw any conclusions as to the cause of the dermatitis 
from the finding of gold in normal or in involved skin, 
but we wished to demonstrate the fact that gold has 
been deposited in the skin of this patient, who had 
received treatment with a gold salt; this helped to make 
a diagnosis for what might have been considered an 
exfoliative dermatitis of some other origin. Spectro- 
graphic analysis of a control sample from another 
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had not received gold did not reveal 


who 
deposits of the metal. 


patient 


Congenital Syphilis in a Woman with Exaggerated 
Saber Shins and (Recently) Active Gummatous 
Ulceration. Presented by Dr. REUBEN FRIEDMAN, 
Philadelphia. 

L. H., a white woman aged 57, recalls having had a 
large ulcer involving the lower half of the right leg from 
her early childhood up to about the age of 20 years. 
In 1910 she received four intravenous injections, probably 
of arsphenamine (‘606"), after which the ulcer healed 
in two months. In 1926 a small ulcer developed in the 
healed scar. She received three intravenous injections 
(of neoarsphenamine?), after which the ulcer apparentls 
healed; but the site was covered by an adherent crust, 
which remained in place until January 1940, when it was 
removed by a physician. He then gave the patient six 
intravenous injections. The ulcer, however, did not heal. 
Since then another ulcer, adjacent to the first, has de- 
veloped. 

The patient has the typical facies of congenital syphilis 
and has exaggerated saber shins. The anterolateral 
aspects of the lower half of the right leg present a 
low grade chronic inflammation and a large scar of a 
recently healed gummatous ulcer. 

Serologic reactions of the blood were negative. 
amination with a slit lamp revealed the presence of 
several fine punctate opacities of the cornea and signs 
There was no evidence 


Ex- 


of inactive interstitial keratitis. 
of old vascularization. 

The patient has been given intramuscular injections 
of a bismuth preparation and sobisminol mass orally. 


DISCUSSION 


Dr. C. Guy Lane, Boston: I was interested in seeing 
the roentgenogram because of its resemblance to some 
of the old plates taken by Dr. Abner Post years ag», 
which came down to me by way of Dr. Morton Smith. 
One sees these advanced types of involvement so infre- 
quently now that it is of interest to have the case 
presented. 


Mycosis Fungoides (Relationship to Congenital 
Ichthyosiform Erythroderma). Presented by 
Dr. HERMAN BEERMAN and Dr. Lovurse Tavs, 
Philadelphia (by invitation). 

F. C., a Negro woman aged 53, presents plaques of 
erythema and scaling, generalized in distribution. There 
is no pruritus. The patient had pneumonia at the age 
of 15 and pleurisy at the age of 14. In 1926 she had 
a thyroidectomy and an operation for carcinoma of the 
cervix. In 1928 an abdominal tumor (fibroid?) was 
removed. She has three children, living and well. The 
patient’s skin was clear until she was 7 years of age, 
when an acute episode with chills, fever and coma 
lasting about twelve hours was followed by the appear- 
ance of red scaly patches on the face; these gradually 
spread until the eruption was generalized. Scaling 
is profuse, especially during the winter months. There 
have been no remissions. <A diagnosis of congenital 
ichthyosiform erythroderma of Brocq was made in 1929, 
and the diagnosis was confirmed when the patient was 
presented at a meeting of the Philadelphia Dermatolog- 
ical Society that year. Four vears ago verrucoid hvyper- 
keratotic patches appeared on the extremities. In the 
past two and a half years indurated ulcerative lesions 
have appeared on the face and extremities and have 
undergone involution after roentgen ray therapy. 

Investigation of the ears, nose and throat, gynecologic 
study, a roentgenogram of the chest and fractional gastric 
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analysis revealed normal conditions. Serolo, 
syphilis elicited negative reactions. The bas 


rate was + 9 per cent. The sedimentati 
moderately increased. A dental roentgenog: 
several carious teeth; these were extract: 
biopsy showed overactive bone marrow 
leukopoiesis and erythropoiesis and a slight 
eosinophil count. The total cholesterol 
blood was 250 mg. and the free cholester 
mg. per hundred cubic centimeters. Value: 
sugar, blood urea nitrogen and serum protei: 
mal. The hemoglobin content ranged from (4: 
cent; there were 4,600 leukocytes, of whic! 
were polymorphonuclear leukocytes, 11 per 
cytes, 30 per cent lymphocytes and 5 per cent 
Urinalysis did not reveal the presence of 
bromides, and tests for arsenic in the skin 
gave negative results. 
produced a growth of Monilia, and cultures 
closed aerobic hemolytic streptococci, many 
hemolytic streptococci, Bacillus proteus and 
Staphylococcus aureus. The biopsy specimen 
the histologic features of mycosis fungoides 
The noduloulcerative lesions of the right 


treated with Chaoul therapy, the following factors } 


used: 50 kilovolts, 5 cm. skin-target distar 
filtration of 0.2 mm. of nickel with a no. 4 
r was given. The lesion of the left thigh 
with 200 kilovolts; 1 mm. aluminum and 0.5 mn 
filter; 25 cm. skin-target distance, and 
lesions of the chin and forehead were similar] 
Other therapy included liver extract intra: 
ointments, sulfadiazine orally and use 
and B. 
DISCUSSION 

Dr. VauGHN C. Garner, Philadelphia 
fifteen years ago I saw this patient and arriy 
diagnosis of congenital ichthyosiform  eryt! 
The eruption had begun at the age of 7, and 
parchment palms and soles of high degree 
esting that these lesions have become inf! 


she now shows indubitable evidence of mycosis fung 


Accordingly, perhaps this case points to anot! 
tologic entity that may ultimately gravitate int 
fungoides. All dermatologists are familiar 

in which apparently typical psoriasis ultimate; 


mycosis fungoides, and the literature contains inf 


tion with regard to this possibility in cases 
type of parapsoriasis. 


Lupus Erythematosus Following Trauma. 
sented by Dr. Joun B. Lupy, Philadelphia 


J. P., a white man aged 53, presents a 
erythematous slightly scaly lesion of the 
Central healing is evident. In 1927 he suffered 
to the left eye. In January 1941 he scratc! 
cheek while shaving. 
injury, he noticed a slight redness at the sit 
this became scaly and gradually spread until ¢! 
lesion resulted. A blood count showed n 


Lupus Erythematosus Following Trauma. 
sented by Dr. Joun B. Lupy, Philadel; 


M. F., a white woman aged 60, in 193% 
alighting from a trolley car and struck her 
exact spot where the present lesion is noted 
was highly swollen. However, after thr 
seemed to be normal. A few months later ° 
noticed the appearance of a transient eryt! 
the lapse of a few more months, she noti 
area had become covered with adherent 


Cultures on Sabouraud’ 


A few months after incurring ¢! 
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-adually increased to the present size. ‘The 
been diabetic for: five years. The sugar 
. 360 mg. per hundred cubic centimeters of 
lood count showed normal values, with 3 
nocytes in the differential count. 


Erythematosus Following Frostbite. Pre- 
by Dr. Joun B. Lupy, Philadelphia. 


Lupus 


| white man aged 50, gives a history of having 
s frostbitten in 1933. Ultraviolet irradiation 
sed by a physician. A few months after the frost- 
; erythematosus developed. The lesion on the 
eveloped several years later. This lesion is 
oroximately 3 cm. in diameter. Lesions are situated 
- the site of frostbite on the nose and the margins of 
\ blood count was normal except for 2 per 

nt eosinophils. 


PEK 


Lapes Following Trauma. Pre- 
Dr. Joun B. Lupy, Philadelphia. 


G.. a white man aged 30, presents a dollar-sized 
itous slightly scaling lesion of the nose, invading 
heek. He was injured in April 1942, when a small 
ter of wood was embedded in the skin on the right 
the nose. The splinter was removed by a private 
A month later the area became erythematous, 

s erythematosus developed on it. The eye- 
were normal. One lower central incisor tooth 

ind to be infected and was removed. The sero- 
iction of the blood for syphilis was negative. A 

bl lood count was normal, with 3 per cent mono- 

lhe blood sedimentation rate was 1 mm. an hour 

7 mm. an hour). The blood sugar was 78. 

test jor hematoporphyrin was negative. The patient 
| 2 cc. of bismuth subsalicylate intramuscularly, 


sSION OF CASES OF LUPUS ERYTHEMATOSUS 


M. Torman, Boston: I doubt the wis- 
aising the question of another etiologic factor 
tor lupus erythematosus. Physicians are stepping on 
t gerous ground if this sort of idea is allowed 
ss. First of all, a history of trauma preceding 
rance of any eruption can be obtained in almost 
which it is looked for, and the questions 
Did trauma exist in that area? If so, for 
ng’ Did healing take place in that area prior 
in of the lupus erythematosus?” Ii that line 
ing is allowed to progress much further, from 
legal point of view there are going to be a 
us number of cases of lupus erythematosus 
the most minor types of injury. There may 
n some cases in which the disease followed frost- 
when one considers the frequency of frostbite 
ifrequency of lupus erythematosus, I think it 
coincidence rather than cause and effect. It 
ems to me that if frostbite can actually produce lupus 
eryt sus, then in those cases in which lupus erythe- 
has been reported as treated successfully with 
bon dioxide the disease should have become 
se rather than better. In trying to find the mode 
I gold into the tissues use has been made of 
n dioxide, with the application of a gold salt 
tered area, and in no case, despite the blistering 
re the lesions aggravated. I think in cases 
s¢ it would be best to state simply that they 
s of lupus erythematosus and that the trauma 

een coincident rather than causative. 
v Broom, New York: I agree with Dr. 
in the case of the woman who has lesions 
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on the nose and cheek, the diagnosis of lupus vulgaris 
is to be considered. 

Dr. Louts Philadelphia: I cannot see how 
trauma could be a factor in the causation of lupus 
erythematosus, which is considered to be a systemic 
disease, whether it is the discoid or the disseminated 
type. It seems that few diseases of the skin are caused 
by trauma, for the skin has the capacity to resist the 
average trauma, and in cases of cutaneous disease in 
which it enters as a factor, such as syphilitic gumma, 
the patient had syphilis before the trauma. The same 
is true of erysipeloid, in which the trauma is merely a 
portal of entry for the invading bacillus. Even the 
influence of the actinic rays on a photosensitive skin of 
a person with lupus erythematosus is not that of trauma 
in a true physical sense. 

Dr, FRANK C. KNow es, Philadelphia: In regard to 
photosensitivity and erythematous lupus, it is undoubt- 
edly true, I think, that trauma due to heat (not neces- 
sarily due to cold) has preceded the disease in a good 
many cases. In looking over one’s records, one finds that 
exposure to sunlight and similar agents has been the 
precursor of eruptions typical of this disease. The role 
of cold is questionable, but I think undoubtedly heat 
does qualify as a precursor of this disease. 

Dr. SIGMUND S. GREENBAUM, Philadelphia: Ormsby 
has stated, in the sixth edition of his book, that lupus 
erythematosus may follow traumatism from any cause. 
The appearance of lupus erythematosus following a phy- 
sical traumatic agent (sunlight) as well as following a 
chemical agent (cantharides plaster, insect bites) is well 
known. 

Dr. I. R. Pets, Baltimore: I cite the case of a woman 
about 35 years of age who had disseminated lupus erythe- 
matosus following an automobile injury to her arm. The 
eruption appeared on her face, arms and chest under 
the influence of exposure to sunlight. When she drove 
her car, it would appear on the left side of her face and 
arm. There were relapses. The histologic picture of 
the section of skin from her arm was compatible with 
that of lupus erythematosus. This area was removed 
surgically later. The eruption recurred from time to 
time, and it was not until her tonsils were removed and 
an autogenous vaccine made of material from the tonsils 
was given in ascending doses that she improved. I have 
not heard of a recurrence in the last six months. 


Nevus Comedonicus. 
Lentz, Philadelphia. 


Presented by Dr. JoHn W. 


D. H., a white man aged 23, first noticed a solitary 
lesion on the extensor surface of the right forearm near 
the elbow four years ago. It has been untreated to date. 
The patient is under the impression that there has been 
a slight peripheral spread. He states that the lesion 
becomes inflamed periodically and that at such times it 
is easier to express material from the sievelike crypts. 
A biopsy showed slight hyperkeratosis with a thin, 
atrophic epidermis and absence of interpapillary pegs. 
The corium was normal except for large cystlike dilated 
follicles filled with lamellated keratinous material. There 
were no sebaceous glands. The findings were compatible 
with nevus unilateralis comedonicus. 


DISCUSSION 


Dr. Witt1aM D. Wo re, Baltimore: I agree with the 
diagnosis, but I wish to call to the attention of the 
society an interesting fact which, to my knowledge, has 
never been reported in the literature. In several cases 


after severe attacks of herpes zoster, I have noted the 
appearance of comedo-like lesions in an area correspond- 
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ing exactly to that of the zoster. It is not at all unlikely 
that many cases reported as instances of linear comedone 
nevi have actually been cases of postzoster phenomena. 


Leukoplakia and Fordyce’s Disease. Presented by 
Dr. JoHN B. Lupy, Philadelphia. 


R. G., a white woman aged 51, presents small plaque- 
like lesions on the right side of the tongue and a few on 
the cheek. The lesions are circular or irregular, varying 
from 2 to 3 mm. in diameter and to 10 mm. in length. 
She also has Fordyce’s disease. The patient first noticed 
the present lesion in the mouth and on the tongue seven 
years age. It has become more extensive. She had an 
appendectomy twenty-three years ago, a cholecystectomy 
sixteen years ago and a tonsillectomy eight years ago. 
She has attacks of indigestion accompanied by head- 
aches suggesting migraine. Urinalysis showed a faint 
trace of albumin and a few hyaline casts. A complete 
blood count showed 80 per cent hemoglobin, 4,920,000 
erythrocytes and 7,200 leukocytes, of which 66 per cent 
were polymorphonuclear leukocytes, 30 per cent lympho- 
cytes, 2 per cent monocytes and 2 per cent eosinophils. 
The Wassermann reaction of the blood was negative. 
Gastric analysis showed normal values for free and for 
combined hydrochloric acid. 


DISCUSSION 


Dr. JouHN H. StoxeEs, Philadelphia: This case alines 
itself with the group of cases of avitaminotic glossitis. 
I call it that, not because the vitamin deficiency tells 
the whole story, but because of the striking response 
which can be secured by adequate attention to vitamin 
absorption as distinguished from vitamin administration, 
and also in particular to the patient’s background of 
infections and allergy. As such persons get older, they 
replace their normal teeth with dentures, often not well 
fitting ; they are apt to acquire hypochlorhydria or achlor- 
hydria, and then they gradually begin to restrict their 
diets to mush of one sort or another, which ordinarily 
is lacking in vitamins. If one feeds them large amounts 
of vitamin A and of the B complex and provides them 
with a meat grinder and induces them to eat quantities of 
hamburger and other ground meats and carries through 
a basic nonallergic diet study to determine the foods to 
which they are allergic (the number will decrease as they 
are given larger doses of hydrochloric acid and bigger 
doses of vitamin), it is really surprising how the lesions 
will clear. There will be no recurrence until the patients 
get too tired, lose interest in life again or get careless 
about their rather strict regimen. Then the process 
comes back again. I have seen this kind of thing under- 
lie the persistence of lichen planus in the mouth, par- 
ticularly erosive lesions, and have had surprising 
transformations produced by the administration of large 
deses of vitamin A with large doses, relatively speaking, 
of dilute hydrochloric acid—l drachm (3.7 cc.) during 
the meal and 1 drachm an hour later. One can begin 
with a test meal to demonstrate the necessity, but even 
without the test meal it is possible to accomplish a 
good deal for such patients with this form of treatment. 


Arthritic Symptoms Recurring After Erysipeloid. 
Presented by Dr. JosepH V. KLauper, Philadelphia. 


R. T., a white man, an abattoir worker, cut the index 
finger of the right hand on a sliver of bone on Nov. 30, 
1942. Symptoms of erysipeloid appeared on December 2. 
When I first saw the patient, on December 4, the appear- 
ance was typical of erysipeloid involving almost the 
entire finger. The following treatment was admin- 
istered: roentgen irradiation (75 r given at two different 
times) ; application of a splint; use of heat, and local 


application of immune serum in hydrous 
much serum as it was possible to incorporat 
per cent). Recovery ensued in about one we 
patient resumed work. 

About the end of January soreness and stiff 
first joint of the affected finger appeared. 
toms are especially apparent when the har 
hard object, like a knife handle. The pain 
disturbing and has not prevented work. Thy 
the joint is normal. There is questionable 
on palpation. 

Stiffness of the joints of the involved 
common symptom of erysipeloid, and arthritis 
spicuous in the different forms of the diseas 
In 10 patients of a series of 100 whose cases 
(Erysipeloid as an Occupational Disease, 
111: 1345-1348 [Oct. 8] 1938) the arthriti 
persisted after the skin became normal. In 


il 


of one or more fingers were involved and in 4 the 


elbow or shoulder, although in these patients t 


eloid was confined to the hands. In a few cases ; 


} 


ness around the involved joint was observed 
maximum duration of arthritis symptoms wa 


months, except in the case in which the infectior 
generalized (Generalisiertes Erysipeloid, Der) 


schr. 98:613-619 [May 19] 1934). In this case art rit 


symptoms were not conspicuous. 


DISCUSSION 


occurs rather frequently, may be misunderstoo 
This arthritic involvement, limited largely to th 


of the same region, is characterized by a striking pers 
tence for weeks and months, even after disapy 


of the cutaneous eruption. I observed arthri 


a 


totior 


Dr. Frirz Cattomon, Philadelphia (by invit 
Dr. Klauder’s interesting demonstration attracts att 
tion to one symptom of erysipeloid which, th 


IC sy 


toms for ten months without any relapse of the primar 


dermatitis. Without knowledge of the preceding 


eloid infection, this resulting disturbance may 


undiagnosed for a long time. The most significant syn 
tom is tenderness on pressure, which persists for mont 


It is necessary, however, to produce this pressure 


+} 


the lateral apects of the joint rather than from t 
to the dorsal surface. I have observed several 


yentr 


cases 


which arthritic symptoms appeared aiso in distant 


such as the wrists or, in 1 case, the shoulde: 


Klauder described. 


Pachyonychia Congenita. Presented by Dr. Carr 


S. Wricut, Philadelphia. 

I. L., a white boy aged 13, has a dry, hars! 
envelope with accentuation of the papillae, 
most evident on the shoulders, elbows and knees 


+ 


last studied the feet showed erythematous eroded ares 


Cula 


extending from the soles upward toward the 


\\ 


except on the right hand, from which the nails 


removed a few weeks ago. Since birth the 
fingers and toes have been thickened, be 
gressively worse. At the age of 2 weeks 
appeared. This was characterized at first b) 


which ruptured and developed into heavy crusts. 


mittently, various-sized eroded inflammator) 
ing pustules have appeared, chiefly on the 
A biopsy on June 5, 1936 was reported 
“Microscopic study revealed small sections 01 
ing marked irregularity of surface with exte! 
keratosis. There were small marginations 0! ' 
epithelium filled in by horny plugs. The ep 
showed dyskeratosis and small areas of p 


rtrot 


The finger nails and toe nails are notably hype 


fat 
in) t 
sv 
eport 
— 
as 1 
ing p! 
fas 
“blisters 
liscnars 
follows 
Snow 
11] 
hyner- 
e Nyt 
suriate 
lial cells 
Leratosts 


suggested psorospermosis follicularis vege- 


fat 
at t has been treated by surgical removal of 
e right hand and application of buffered 
: chloride to the cutaneous lesions. 
= DISCUSSION 
gra 
Broom, New York: This boy has numer- 
He has lesions of epidermolysis bullosa on 
ke perkeratosis and follicular dyskeratosis and 
he mucous membranes of the mouth and 
g probably result from erosions or bullae. 
minor ectodermal defects which are in- 
¢ directly from parents. In this case there 
report fa history given. 


ScHEER, New York: I wish to confirm Dr. 

; ; statement of the changes in the mouth. The 
he j it looked like leukoplakia at the left angle 
nd such changes are frequently associated 


the erys ychia congenita. 

D y C. Situ, Charlottesville, Va.: I should 
ved. to suggest, as a means of keeping the nails clean, 
was cy t the patient use an ordinary carpenter’s file. 


Tuberculous (?) Ulcers. Presented by Dr. JoHN 
and Dr. Carmen C. Tuomas, Philadelphia. 
C.. a Negro aged 38, thin and with arthritic con- 
ind deformities of the elbows, fingers and feet, 
crusted ulcer on the posterior part of the 
linear purulent and discharging ulcerations on 
f the neck. The forearms and legs are the 
umerous crusted and purulent ulcers of various 
stages of development. The contours are 
and the bases granulating. A number of 
noncontractile scars of former ulcers can be 
he arms and legs. Various smaller ulcerations 
pear about the fingers and wrists. The lymph nodes 
ticeably enlarged. The present disease had its 
set in March 1941, with rapidly spreading ulcers of 
legs. The patient has had atrophic arthritis since 
\ large ulceration of the right hand and wrist 
ped in 1939 and healed in three months. His 
rature varies from 98 to 99 F. daily. 
‘e of material from the ulcer on the leg produced 
growth of microaerophilic streptococci. Fresh pus 
newly opened lesion on the finger did not contain 
gion Oct. 24, 1942. There was no sickling of erythro- 
tes. The Kolmer and Kline reactions of the blood 
re negative. Complete blood counts showed from 
00 to 15,000 leukocytes, with a normal differential 
mt except for a monocytosis with a count of from 
— to 12 per cent. Tuberculin tests with 0.00002 and 
mis DeMe > mg. of purified protein derivative elicited negative 


pao RKoentgenograms of the lungs on Nov. 4, 1941 and Oct. 
CaN -. 1942 revealed nothing abnormal except increased 

ular markings. Roentgenograms of the left humerus 
showed thinning of the cortex of the bone, 
ils of t i the right wrist, advanced atrophic arthritis. A 
ing pr ‘entgenogram of the skull was normal. 

a hiopsy in November 1941 of a specimen from the edge 
“blisters ‘an ulcerative lesion on the leg showed large masses 
s. int cukocytes in advanced stages of degeneration attached 
parts oi the surface epithelium. The underlying tissue 

* edematous and hyperemic and near one edge showed 
follows ‘olleration of fibroblasts and a few scattered groups 
in show: ' Small mononuclear cells. There was nothing to indi- 

f te erculous or fungous infection. A biopsy speci- 
1 ved on Dec. 9, 1942 from an ulcer on the 
“ent arm showed pseudoepitheliomatous hyperplasia of 
The corium was edematous and _ infil- 


Leratnsis rmis 
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trated with many polymorphonuclear leukocytes and 
round cells. There was pronounced degeneration ot 
elastic fibers. The diagnosis was nonspecific suppurative 
dermatitis. 

Infected teeth were extracted in August 1941. Sulta- 
thiazole was administered by mouth, and zinc peroxide 
paste was used locally, with slight improvement. Low 
voltage roentgen ray therapy was applied to the ulcers 
on the leg and arm, and high voltage roentgen ray 
therapy to the spine. The patient is now receiving cod 
liver oil ointment locally. 


DISCUSSION 


Dr. Josepu Mutter, Worcester, Mass.: I did not 
see much in those ulcerations which would be typical of 
tuberculosis. I think it may be just a pyoderma which 
does not respond well to treatment, owing to the ex- 
tremely bad general condition of the patient. 

Dr. CARMEN C. Tuomas, Philadelphia: The question 
mark after “tuberculous” should have been a little larger, 
because we, too, were rather doubtful. The man has had 
almost every study conceivable, and there was only one 
constructive result—the finding of microaerophilic 
streptococci in one of the ulcers. That may possibly 
explain the extensive lesions. However, a number of 
them have originated in deep structures and only later 
perforated the skin; the lesions on the neck, for example. 
The man has been in the hospital for two years, and his 
disease is still undiagnosed. 

Dr. Joun H. Stokes, Philadelphia: I suggest that he 
be given antimony and potassium tartrate intravenously. 
It is rather surprising how some extensive ulcerative 
processes of obscure origin will respond to antimony and 
potassium tartrate—not anthiomaline, fuadin or any of 
the weaker substitutes but the original compound. 


Dr. Maurice J. CostEtto, New York: For how long 
was the patient given zinc peroxide? I am under the 
impression that his disease may be included in the micro- 
aerophilic infections which are moderately resistant to 
treatment and also to zinc peroxide. 

Dr. CARMEN C. Tuomas, Philadelphia: I can only 
hazard a guess, since I obtained the information from 
the hospital record. I believe it was given for two or 
three months and applied by the patient himself in the 
form of a paste. He is fairly intelligent, but I do not 
know how faithfully he carried out this treatment. 


Dr. Joun H. Stokes, Philadelphia: For some ulcera- 
tive processes the outright cautery excision of the ulcer 
is a great help; they respond remarkably. After the 
cautery is used to get well into the muscular tissue, good 
granulation ensues and the lesions can be cleaned up one 
at atime. For cosmetic reasons this is sometimes impos- 
sible, but it is always worth thinking about. 


Cavernous Hemangioma. Presented by Dr. GrorGr 
E. PFAHLER, 


J. H., a white girl now 34 months of age, at the age 
of 8 months was brought to my office with a cavernous 
hemangioma involving almost the entire right side of the 
face and the ear and extending approximately 3 cm. 
posterior to the ear and downward into the neck, causing 
compression of the trachea and obstruction to breathing, 
associated with cough. She also had a lesion 2 cm. in 
diameter on the left side of the scalp and enormous 
thickening of the entire lower lip, together with three 
additional cavernous hemangiomas on the chin and one 
on the left arm. A previous bronchoscopic examination 
demonstrated that the obstruction was due to pressure 
from the outside. At the same time, she had otitis media 
on the right side. Her condition was considered hope- 


| 
i 
| 
{ 
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less by all. On Jan. 21, 1941 I began treatment with 
radium and roentgen rays at the insistence of the parents. 
Biopsy was deemed unnecessary, and none was per- 
formed. The patient has entirely recovered. There is 
no damage to the skin; the hair has grown back on both 
the right and the left side of the scalp. There remains 
only a slight thickening of the right lower lip. Applica- 
tions of radium were made as follows: 


AND SYPHILOLOGY 

Dr. Georce E. Prauter, Philadelphia: | 
plaques of a radium salt—radium chloride 
units. It was filtered through 1 mm. of plat 
as is known, is equal to 2 mm. of lead. The 
2 mm., but the plaques were so placed that | 
radiation; and when I treated that whole 
as much as 260 mg. The lip was treat 
I built a plaque around the lip, and the other 


Amoutt, Distance, Time, Tota 

Date Mg. Filter * Mm Hr. Region { 
1/21/41.. 60 6-10T1P plus1R 2 1 Lower lip 
1/30/41 60 610T1Pplus1R 2 1% Lower lip 
150 1 P plus R gauze 7 11 Back of right ear 
140 14-10 T 1 P plus felt 5 2 Back of right ear 
110 11-10 Monel needles; 5 Back of right ear 

surface application 
100 10-10 Monel needles; 216 Front of right ea 

surface application 
2/20/41 30 1P plusR 2 Spot on left side 

head at temple 

60 6-10T1P plus1R 


10/30/41 


* 6-10 T indicates six 10 mg. tubes; 


In addition to the radium treatment, the following 
roentgen treatments were administered: on Jan. 30, 
1941, 200 r; on February 20, 300 r directed into the 
posterior portion of the neck toward the tumor tissue, 
through a portal of 80 sq. cm., with 180 kilovolts, 15 
milliamperes, nine minutes, 52 cm. distance; 0.5 mm. 
copper filter; on Oct. 30, 1941, 300 r with low voltage 
roentgen rays (130 kilovolts), 5 milliamperes, eight 
minutes, 30 cm. distance, 2 mm. of aluminum filtration 
and directed over the right ear and the right parotid 
region. 

On Jan. 21, 1942, 200 r was given; on February 6, 
200 r; on March 20, 300 r, directed anteriorly over the 
trachea and neck through a portal of entry of 80 sq. 
cm. with 180 kilovolts, 15 milliamperes for nine minutes 
at a distance of 50 cm. and filtration with 0.5 mm. of 
copper. 

DISCUSSION 


Dr. Fritz Cattomon, Philadelphia (by invitation) : 
Certainly from a cosmetic and therapeutic standpoint the 
results obtained by Dr. Pfahler are admirable. They 
are at least equal to the excellent results of this kind 
I had the opportunity to see while attending the demon- 
stration of the French master of radium therapy, Dr. 
Degrais (Hopital Necker), in Paris. I should like to 
ask Dr. Pfahler in what form the radium was applied. 
In particular, I admire the smooth, uniform appearance 
of the cutaneous surface in such a large area subjected 
to treatment. 


Dr. Frep Wise, New York: Every one of us extends 
his congratulations to Dr. Pfahler for accomplishing this 
excellent result. It shows what an expert can do in 
contradistinction to a beginner or a nonexpert. The 
consensus among dermatologists is that these vascular 
lesions do not respond ordinarily to either filtered or 
unfiltered roentgen rays, and yet a portion of these 
lesions did respond to filtered roentgen ray therapy. I 
should like to have Dr. Pfahler discuss that feature 
further. 

Dr. Joun H. Stokes, Philadelphia: This is the sort 
of result we have learned to expect of Dr. Pfahler, and 
we honor him accordingly. We may well learn wisdom 
from it, too—the wisdom of not attempting anything of 
the sort without a comparable “know how” and equip- 
ment. 


810T1P plus14,R 


1P, 1 mm. of platinum, and 1R, 1 mm 


2 2 Spots on chin 


Outside under 
lower lip 
of rubber 


I treated with small doses because they wer 

superficial. I used low voltage roentgen rays 
part of the lip to get a general effect, and hig! 
rays (with 200 kilovolts and 0.5 mm. of copper 
neck because there was nothing on the surface 


on the neck was to get an effect on the hemangioma 4 
in the neck, where it was causing compressio1 
most fortunate in obtaining a shrinkage of this tu: 
mass deep in the neck. It is all a matter of choosing r 
that will be directed to the area that one wants to aff 
but it must be an even dose. One can obtain these res 
with roentgen rays, but a more beautiful cosmetic ef 
will possibly be obtained with radium. 


Necrosis and Necrobiosis Lipoidica Diabeticorum 
Presented by Dr. I. ZUGERMAN, Philadelphia 

kK. B., a white youth aged 18, tall, well built 
apparent good health, presents on the ankle and 
part of the right leg circular, sharply bordered, yell 
red papules about 3.5 cm. in diameter. The lesions ! 
under diascopic pressure. The central portion 
lesions is atrophic, and telangiectases are present 
surrounding skin is normal. Central ulceratio: 
present in the uppermost lesion. In May 1939 
bullae developed on both feet. He received treatment 
and responded promptly. One week later edema ané 
erythematous eruption developed on the right sid 
face. Studies revealed a blood sugar content of J 
and a diagnosis of diabetes mellitus was establis 
He responded to treatment with insulin and diet 
his diabetes has remained under control ever sinc: 
April 1942 he noticed several round “sores” on hi 
leg. He did not request treatment until the « 
December 1942, at which time an ulcer had devel 
in the uppermost lesion of the right leg. 

The urine was normal. A recent determi: 
blood sugar showed 137 mg. per hundred 
meters. A blood count revealed normal values 
Wassermann reaction of the blood was negative 

Dr. Weidman reported on the biopsy 
follows: “The section was not suitable f r making ¢ 
very confident diagnosis because not all es 
structures were represented. A mass of old! 
was submitted which had the general archit: 
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The bundles were so broad that 
some were 


the skin. 
led a hard fibroma or keloid; 


reas of younger fibrous tissue. Other tissue 
vital was confined to positions around 
Theoretically, this picture could be found 
in old fibrous tissue or in scleroderma 
juld also be that of necrobiosis ; the mannet 
he fibroblasts were proliferating in certain 
hened that idea. This is the thickest skin 
ever seen from a patient with this disease. 
that while not typical in all respects for 
nd certainly not diagnostic, the section 
esses that are compatible with those of 
was given a low cholesterol diet and 
intment for local application. The original 
healed, but the area from which the biops) 
s obtained is slow in healing. 


DISCUSSION 
Baltimore: The section showed an 
obiosis without much cellular infiltrate. I 
to draw attention to the fact that Prunty 
mery (ArcH. Dermat. & SypuH. 46:394-413 

claimed that one can differentiate necro 
granuloma annulare by stains for mucin; 
annulare will show mucin where necrobiosis 
Of course, all recognize that the presencs 

he important feature of necrobiosis. 

D. Wetman, Philadelphia: There is no 
about the quality of the necrosis as shown by 
ns and that it is occurring in a diabetic youth 

ps one of the largest interests attached to necro- 

lipoidica diabeticorum has been in respect to what 
ise of the necrosis, and I am sure that there 

1 general undercurrent of opinion that it is an 

rosis such as occurs notoriously in association 

If I ever saw an excellent example of 
rating arteritis, it is in the section shown this 

One of the comparatively large arteries is 

' an organizing thrombus with occlusion. I 

that, taken in conjunction with the fact that the 

is diabetic, the necrosis establishes a useful link 

iin of evidence thus far assembled to explain 

genesis of this lesion. I think this is a valuable 
nly for the sections alone. 


ELLts, 


Prurigo? Presented by Dr. StcmuND S. GREENBAUM 
nd Dr. Louts Gorpste1n, Philadelphia. 


Pa Negro aged 32, presents on the upper extrem- 
lower part of the abdomen, buttocks and 
xtremities innumerable indurated, discrete, split 

sized papules, many of which are excoriated. A mild 
ulitis is noted, especially on the abdomen. The 
and inguinal lymph nodes are palpable. The 

er lip is scaly and exfoliated. A papular eruption 
any demonstrable cause began about eleven 

ths ago on the lower part of the abdomen and 
eradually progressed to involve the present sites. The 
r vas of such intensity that the patient scratched 
and thus caused oozing and pustulation. The 
becomes aggravated by indulgence in alcoholic 
and rich food. The patient had gonorrheal 
tis in 1932, and in March 1942 he had another 
nd was treated with sulfathiazole. An infected 
Tostate was found on examination. The patient’s teeth 
ar or condition. Serologic tests of the blood for 
cicited negative reactions. A hemogram and a 
revealed normal values. The Frei reaction 
vas tive. Examination of a stool for parasites did 


the presence of any. The patient has heen 
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given sulfur (6 per cent in petrolatum) locally and 
ephedrine and calcium gluconate orally, with a certai 
degree of improvement in the lesions. 
DISCUSSION 
Dr. Joun H Philadelphia: I should like 


to point out that follicular staphylococcic infections have 
an extraordinary capacity to cause itching, and if one 


STOKES, 


will explore some of these lesions of the nodular prurigo 
type it is rather surprising how frequently one can get 
a minute droplet of pus by spearing the center of the 
nodules. I have seen the process start in a rather 
extensive attack of folliculitis and in furunculosis, and 
accordingly I suggest a thoroughgoing antistaphylo 
coccus regimen as useful in treating patients with prurigo 
ot the nodular type. 

Dr. Frep D. WEIDMAN, Philadelphia : 
the patient does not exhibit the primary lesions, which 
ire the more revealing as to the fundamental nature of 
the eruption. In two penitentiaries nearby, Dr. Glass 
and I have seen upward of a dozen patients with the 
same sort of eruption; in some of them the disease was in 
an early stage and the lesions were pustular. The picture 
resembles straw itch in its beginning. I searched care 
fully for the parasite and could not find it. I think the 
eruption is akin to lichen urticatus but with the added 
factor of the pustular centers. I rise mainly to ask the 
members to be on the lookout for these cases which 
resemble lichen urticatus but in which there is a central 
pustule. At first it may be mistaken for scabies, and 
after that diagnosis is clearly disproved one thinks of 


This afternoon 


other parasitic diseases. 


Hereditary Ectodermal Dysplasia of the Anhi- 
drotic Type, Presenting Conic Tapering of the 
Hands, Various Osseous Anomalies and Atopic 
Eczema. Presented by Dr. REUBEN FRIEDMAN, 
Philadelphia. 

A. P., a white boy aged 714 years, presents relativels 
scant, pale, light, silky hair on the scalp. The supra 
orbital regions, the eyelids and the rest of the cutaneous 
surface show little or no hair. Both the upper and the 
lower eyelids show much wrinkling and hyperpigmenta 
tion. The skin in general is dry and presents numerous 
excoriations with lichenification in the cubital and pop- 
liteal areas. The nose is saddle shaped. There is pro- 
nounced atrophy of the turbinate bones. The palms and 
soles are hyperkeratotic. 

Three teeth have erupted, one upper left lateral incisor 
and two lower right and left cuspids. A fourth tooth 
is erupting mesial to the left lateral incisor. The roent- 
genogram of the jaws does not reveal any other teeth 
or toothbuds. The patient wears upper and lower 
dentures. 

The index, ring and little fingers show a pronounced 
tendency to curve toward the middle finger, giving to 
the hand a conic outline (conic tapering). Bony anom- 
alies appear in the form of spina bifida of the fifth lumbar 
segment, separate development of the sacral segments 
and absence of the coccygeal segments. Cutaneous tests 
by the intracutaneous method revealed a_ polyvalent 
sensitivity to foods. The Wassermann reaction of the 
blood was negative. The Mantoux test elicited a nega- 
tive reaction. A biopsy specimen from the right forearm 
failed to reveal the presence of sweat glands, sebaceous 
glands or hair follicles. 

DISCUSSION 


Dr. WittiAM D. Wo rr, Baltimore: I agree with the 
diagnosis of hereditary ectodermal dysplasia but dis- 
agree with the diagnosis of atopic eczema. In the great 
majority of cases, because of the combination of lack 
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' perspiration and sebaceous secretion, youngsters with 
have an extremely dry skin and 
this is net to be 


infants or 


this anomaly are apt to 
subsequently eczematous areas, but 

niused with the typical atopic eczema of 
children. 


"ARMEN C. 


Periarteritis Nodosa. Presented by Dr. 


Tuomas, Philadelphia. 


reticularis on exposure to change of temperature. 


a white man aged 25, presents extreme livedo 
There 
are numerous various-sized bluish red infiltrated tender 
nodules visible and palpable on the dorsum of the leit 
ot, over both elbows, on the left side on the middle 
forehead and on the right side of the abdomen 

Roth elbow joints are somewhat swollen. There ts limi- 
tation of motion of the right elbow. There is a deep, 


ot the 


tender, hard swelling of the outer muscles of the left leg, 
with enlargement of the leg just above the ankle. The 


lisease began when the patient was 16, in 1933, when 


bluish nodules appeared on the left calf. Within tw 
r three weeks additional lesions appeared on the legs 
and thighs and in the muscles of the arms and legs. 


This episode was accompanied by weakness, a low grade 
fever, symptoms of exhaustion and cardiac disturbances 
which confined him to bed fer ten months. The total 
course of that episode extended over a period of eighteen 
months. Since 1933 occasional lesions have appeared on 
various parts of the body, but were not accompanied by 
He was relatively well until 


“cold” accom- 


particular systemic reaction. 
the fall of 1942, 
panied by generalized lymphadenopathy and_ articular 
pains. The lesion of the left ankle became extremely 
tender and swollen, and in December, 1942, new nodules 
on the dorsa of the feet appeared and a gradually increas- 
ing swelling of the left side of the forehead. Two weeks 
ago he had an attack of acute otitis media, which sub- 
sided under treatment by sulfadiazine. The patient is a 
chemist and has had prolonged and frequent exposures to 
fumes of aromatic amines (such as amphetamine), all of 
which have vasoconstrictor properties. 

The blood pressure was 136 systolic and 76 diastolic 
in the right arm. The heart was clinically normal. The 
patient had a low grade elevation of temperature, up 
to 99.4 F., daily. There were no foci of infection in the 
teeth or The tonsils have been removed. 

A complete blood count revealed 90 per cent hemo- 
globin, 4,270,000 erythrocytes and 5,750 leukocytes, of 
which 76 per cent were polymorphonuclear leukocytes, 
21 per cent lymphocytes and 3 per cent eosinophils. The 
electrocardiogram was normal except for a slightly pro- 
longed PR intervai. An intracutaneous test with 
2,000,000 hemolytic streptococci elicited a negative reac- 
tion; an intradermal test with 10,000,000 staphylococci 
(Staphylococcus aureus) resulted in erythema 12 mm. 
in diameter. The report on a biopsy of a specimen 


when he had a severe 


sinuses. 


irom the elbow was as follows: “The surface was 
irregular and surmounted by scanty hyperkeratosis. The 
epidermis was normal except for slight acanthosis. The 


showed numerous dilated and thickened blood 


corium 
vessels throughout, with perivascular infiltration. There 
was also an infiltration about the sweat glands. The 


larger and deeper arterioles showed invasion of their 
walls by the infiltration. There were no thrombi in the 
lumens of the vessels. The infiltrate was composed of 
numerous polymorphonuclear neutrophils and eosinophils. 
The collagen was normal.” 

The patient has been given salicylates for articular 
pains (at times he takes up to 80 grains [5 Gm.] of 
acetylsalicylic acid daily). More recently he has been 


given a combination of acetylsalicylic acid, acetophene- 
tidin and caffeine. 


He takes 100 mg. of ascorbic acid 
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daily. Recently he has received 3 Gm. of 
daily for an acute otitis media. 


DISCUSSION 


Dr. E. New \ 
eruption is of rather short duration. The | 
a history of having taken several drugs—h 
diazine only —and I should 
an erythema-nodosum-like drug eruption 


a few weeks agi 


Dr. REUBEN GoopMAN, Washington: Der 
should know that work has been done 
nodosa, disseminated lupus erythematosus, Lit . 
syndrome, scleroderma and even lymphogra 
reum to determine the protein levels of th 
it not be a wise procedure in cases such as 
level runs as high as 8, 9 and 10 Gm. It 
value to note this fact, especially in thes 
so that we can make a diagnosis. 

Dr. Ltoyp W. KeErtron, 


has published articles showing that this 


Baltimore: Dr 
many cases a phenomenon of hypersensitivit 
his work was stimulated by three or fou 

patients who had had periarteritis nodosa 
use of one of the sulfonamide compounds 
recently produced the disease in animals | 

them to a sulfonamide compound and hors 


Dr. R. Jr, 
nodosa is a diffuse vascular disease caused | 
of noxious agents. Rickettsial 
diseases may produce similar pathologic arteri 
The clinical types have been subdivided into cere 
pulmonary, glomerular, abdominal and neurocut 
For diagnosis a specimen for biopsy may | 
from the calf muscle. 

Dr. CARMEN C. Tuomas, Philadelphia: This 
case is interesting in many respects. For some ten year 
he has had periarteritis nodosa, until fairly recent 
thought to be an invariably fatal disease. Also, | 
had several periods of remission during which 
clinically normal. Recently he has had an exac 
On his first admission to the hospital biopsy 
men of muscle was performed, which showed di 
characteristic of periarteritis nodosa, and a r¢ 
of a cutaneous lesion showed a similar pictur 
his recent outbreaks have been related to expos! 
volatile aromatic amines? I wonder whether 
here has seen deleterious vascular effects 
exposure. 


Boston: P 


diseases 


A Case of Probable Pyodermitis Vegetans (Hal- 
lopeau) Confined to Mucous Membranes. !’ 
sented by Dr. J. V. KLrauper and Dr. 
GREENBAUM, Philadelphia. 

L. G., a white man aged 27, was presented 
ing of the Philadelphia Dermatological 5 
May 21, 1937 (Arcu. Dermat. & Sypn. 37:36! [I 
1938) and at the November 1941 meeting. In 
the patient was presented with a diagnosis 
lupus erythematosus confined to the lower 
diagnosis is not tenable now. 

The disease started on the lip early in 1937 
then lesions have appeared at one time or t 
the labial portion of both lips, upper and lower ging! 
buccal mucosa (both sides), floor of the mout! | nas 
septum. In October 1941, the conjunctiva ot the mg" 
upper lid became affected. The tongue, th 
soft palates and the throat have remained ex 
satisfactory diagnosis has been made, despit 
tions with a number of expert dermatologists 


ss is characterized by mederate redness ot 
region, the moist surface of which 1s covered 
iber of yellowish pinhead-sized “macules,” 
ntaining pus. The vermilion border of the 

ed with crust. Papilloma-like lesions ap 
nasal septum has been involved, and on one 

right nasal vestibule was the site of an 

itrated mass, the surface of which was eroded 

vith mucopurulent secretion. The appear 

lge of this lesion suggested bleb formation 

however, were never observed. The patient 

a similar mass which has recently appeared 

. + nasal vestibule. At another time a raised, 
sion developed on the lip. The appearance 

and the one in the nasal vestibule is similar 

in Goldsmith’s patient (fig. 1) in his 

rmite vegetante (Brit. J. Dermat. 53:299, 


e of involvement of the eve, the patient was 
ophthalmologist, who reported as follows 
lid of the right eve was swollen, the margin 
involved The edge of the lid behind the 
roded and under the slit lamp presented a 
i elevations containing puslike matter. Several 
llicles in this region were involved. There 
rease in the number of small blood vessels 
rable hemorrhagic exudate. The epidermis 
sent over the area, and at the edge where it seemed 
te there was much desquamation. The pustules 
t deep, involving only the superficial surface of 
fected area.” 
ere e affected areas are not painful and do not especially 
ita! terfere with eating. Bleeding occurs only when their 
faces are rubbed. There is no odor. There has been 
lvement of mucous surfaces other than those men- 
is : here has been no impairment of general health 
en year r enlargement of the regional lymph nodes. 
ns observed on general physical examination 
he ! e been essentially normal. No organic disease or foci 
jection have been demonstrated. Chemical examina- 
ato t the blood and blood counts have revealed values 
rmal limits. The Wassermann reaction was 
gative. Smears from the surfaces of the lesions 
staphylococci. Histologic examination showed 
inflammatory change. 
he course has been variable. About one year after 
1 lesions disappeared, but others appeared one 
later. They appear and disappear. The sites of 
lesions become normal. The number, location 
of lesions vary from time to time, which has 
dificult to evaluate the effect of different forms 
eatment. In May 1940, the patient had erysipelas, 
igeravated the process. From May 28 to June 26, 
1'40. 1,230 grains (25 Gm.) of sulfathiazole was admin- 
|. Following this there was considerable improve- 
nt. Use of the drug was continued at intervals for 
pee the ensuing year. This therapy did not result in com- 
pet gression of the disease, and after continued 
SSIDIC € its effect seemed to have been lost, since new lesions 
peared while the patient was taking the drug. Solu- 
I tassium arsenite and 0.3 Gm. of neoarsphen- 
Since ming ve been given. During this treatment oral 
retrogressed but conjunctival involvement 
ngivas urr Other treatment has consisted of intramus- 
tions of bismuth, injections of sterile milk, 
right vaccination, administration of nicotinic acid and _ ribo- 
navin al application of a variety of substances, use 
; tt tual cautery, injections of gold sodium thio- 
nsult wutate, injections of whole blood and roentgen ray 
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DISCUSSION 


Dr. SicMUND S. GREENBAUM, Philadelphia I am 
sorry that there are no suggestions for further treat- 
ment. I saw this patient in consultation with Dr 
Klauder shortly after I had used sulfathiazole for 
several patients with pemphigus with vegetating lesions 
in the groin. After this therapy, the vegetation cleared 
completely. I therefore suggested the use of sulta- 
thiazole for this man, and his lesions cleared up almost 
completely within a few weeks, whereas none of the 
other sulfonamide compounds had had any effect. The 
clinical picture at that time on superficial examination 
suggested a pemphigus vegetans limited to the lips and 
gingivas. There were no lesions in the nose. On clost 
examination, however, pustules were seen, pinpoint 
sized and slightly larger, involving the gums anteriorly 
and posteriorly, the lips and the buccal mucous mem- 
brane. Later a vegetating lesion developed in the 
nostril and we were undecided between the diagnosis 
of a form of pemphigus vegetans and that ot cheilo 
dermatitis vegetans of the type described by Dr. Klauder 

Dr. Morrts Marxowi!1z, Philadelphia: Some French 
physicians have reported success from the use of 4 per 
cent solution of histidine hydrochloride in 5 ce. doses 
injected intramuscularly every forty-eight hours 

Dr. Frep Wise, New York: I saw the patient four 
or five years ago, and his condition then was much 
worse than it is today. At that time I suggested a 
plastic surgical procedure, removal of the mucous mem- 
brane of the lip and replacement with healthy mucous 
membrane. I have changed my mind since then, and 
when I saw the patient today I noticed that new lesions 
have appeared in different areas. Now I believe that one 
ot the most logical things to do, if other treatment is 
useless, is to keep on cauterizing the lesions until scarring 
is produced. It would be better than letting the voung 
man go on with continually recurring lesions 


Congenital Absence of Fingerprints. Presented by 

Dr. Joun B. Lupy, Philadelphia. 

J. D., a white man aged 51, is one of a family ot 
eight, of whom he is the only member affected with 
absence of fingerprints. The patient has two sons, one 
daughter and one granddaughter similarly affected 


DISCUSSION 

Dr. Frep D. WeipMAN, Philadelphia: I think the 
reason for this man’s absence of fingerprints is that he 
has such extreme hyperkeratosis. I wonder whether 
the accent has not been put too much on the absence of 
fingerprints because their lack is of immediate practical 
significance to the patient. Could this condition of the 
fingers not be keratosis palmaris, which is familial ? 
Of course, the extreme keratosis would lead to oblitera- 
tion of the normal markings of the skin. 

Dr. Joun H. Stokes, Philadelphia: I agree with 
Dr. Weidman. I think designating this case as one of 
absence of fingerprints cloaks the facts. I think it is a 
case of keratosis, which is familial, and I do not see 
how one can escape that diagnosis. 

Dr. S. GreENBAUM, Philadelphia: Dr. Ludy 
has made that diagnosis, and he presented the patient 
merely because of the absence of fingerprints. 

Dr. Joun B. Lupy, Philadelphia: The two sons, one 
daughter and one granddaughter show congenital absence 
of fingerprints. Hyperkeratosis is not present in any 
of these persons. The Federal Bureau of Investigation 
has verified the absence of fingerprints in the father and 
both sons. They are employed in a Philadelphia ship- 
yard. 


| 
| 
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Recurring Erythematous Papulonodular Syphilis. 

Presented by Dr. ABRAHAM WALZER. 

A. W., a 46 year old Negro musician, first came to 
the dermatologic clinic of the Brooklyn Jewish Hospital 
in April 1938. He had been referred from the ortho- 
pedic clinic, where he had gone because of a pain in 
the back. He said that he had had a penile lesion 
about twenty-five years ago and gonorrhea for a few 
years. He gave a history of having received anti- 
syphilitic treatment at various institutions and from 
private physicians for a number of years but at irregular 
intervals. Roentgen examinations at the orthopedic 
clinic revealed a hypertrophic osteoarthritis involving 
the lower part of the spine and the right ilium. Other 
examinations, such as determinations of blood chemistry 
and blood counts, revealed no abnormalities. Bence 
Jones protein was not found in the urine. The Wasser- 
mann reaction of the blood was 3 plus. 

First Attack.—Injections of a bismuth preparation 
were instituted. In June, two months after his first 
visit and after the eighth injection, three broken annular 
lesions, the size of a dollar or a little larger, developed 
on the chest, near the left nipple. The rings were com- 
posed of erythematous, smooth, elevated large papular 
or nodular lesions, closely arranged. The areas within 
the rings were hyperpigmented. On the front of the 
left arm was a similar but smaller annular lesion. One 
of the papular lesions was removed for microscopic 
study. The bismuth was replaced by neoarsphenamine. 
In August, two months later, after the ninth injection 
of the arsenical, the rash had disappeared without 
leaving any scar or atrophy. After the patient had 
received eighteen injections of a bismuth compound and 
twenty of neoarsphenamine (the last injection having 
been given in January), he stayed away from the clinic. 
The Wassermann reaction of the blood was negative. 

Second Attack—In March 1939, three months later 
(nine months after the first attack), the patient returned 
to the clinic with a recurrence of lesions of the same 
type on the chest and below the left nipple, and with 
one lesion in the area of the sternal notch. There was 
practically no evidence of the previous lesions. A com- 
plete physical examination, tests of the blood, spinal 
fluid and urine and roentgenographic examination re- 
vealed no changes from previously observed conditions. 
The Wassermann reaction of the blood was negative. 
He was given two injections of a mercurial and six 
of a bismuth compound. These were superseded by 
injections of neoarsphenamine, because of the extension 
of the lesions and the development of new ones in the 
same area. After eight injections of the arsenical, the 
lesions had completely regressed. This was near the 
end of June, three months after the onset of this attack. 
To date he had received 2 injections of a mercurial, 
twenty-four of a bismuth compound and twenty-eight 
of neoarsphenamine. 


Third Attack—In August 1939, two months later 
(about five months after the onset of the second attack 


ind fourteen months after the first), the 

to the clinic with a recurrence of similar 
mn the chest and upper part of the abd 
aminations (of blood, urine, etc.) were rey 


changes were found. The Wassermann 


1egative. He was given a series of ten 
l 


I 
bismuth compound followed by ten of ne 
and ten more of the bismuth comp 
lesions disappeared. This was the end 
about nine months after the onset of tl 
stayed away from the clinic until Novem! 
months later), when he returned for 
test. He had no new lesions, and there wert 
ot the previous ones. Roentgenograms « 
part of the spine and the ilium presented t 
tures as the previous ones. A repetition of 
examinations revealed nothing new, He 
injections of a bismuth compound by 
February 1941. To date he had received ty 
curial, fifty-four of a bismuth compound 
eight of neoarsphenamine. 

Fourth Attack—In May 1941, after a t 
absence from the clinic (nine months afte: 
of the third attack and three years after the 
returned to the clinic with another recurre: 
he said appeared about three weeks previous]; 
meantime, in February, he had had a tonsillect 
formed.) Again all examinations previously « 


repeated, but nothing new was found. The Wasss 


reaction was negative. Because of irregular 
he received only two injections of a mercurial 
a bismuth compound, the last one near 
September 1941. The lesions, however, all 
To date he had received 4 injections of th 
fiity-nine of the bismuth compound and thirt 
neoarsphenamine. 


Fifth Attack—About two weeks later, 


1941 (five months after the onset of the fourth 


and approximately three years and four mont 
the first), he returned with another recurrence 
lesions were on the middle and left parts of 
and were of a few days’ duration. He was 
course of ten injections of mapharsen and sev 
bismuth compound, the last one in June 1942. 
time, eight months aiter the onset of the present 
the lesions were all gone. To date he had 
4 injections of a mercurial, sixty-six of 
compound, thirty-eight of neoarsphenamine 
mapharsen. 


Sixth Attack (the Presentation Tonight).—l: 
1943 (fifteen months after his last attack an 
a half years after the first), he returned wit! 
recurrence. This time, however, the lesions 
on the right side of the chest and in the a: 
right nipple. Because of considerable pain in t 
hip, he was referred to the medical and 
clinics for complete examinations. He was u! 
care until a month ago. He has been gi 
internal medication and a series of high voltag 
treatments to the hip (about ten exposures), 
benefit. The Wassermann reaction of the b! 
negative, and examination of the spinal fluid s 
abnormalities. 

The eruption at present consists of a paln 
complete ring near the right nipple. The ring 
smooth, sharply demarcated and composed 
set erythematous nodules. Surrounding this 
a number of smaller rings, the size of a hal! 
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mposed of the same type of papules 

skin within the rings is hyperpig 
ged lesions have increased considerably 
ir first appearance, about nine months 


evidences of the previous lesions on 


the exception of a possible slight pig 
e sites. The question of ingestion of 
carefully investigated as having a 
ion with the appearance of the rash 
been occasional ingestion of a drug, it 
ted with the development of the rash 
intervals, three sections of the skin have 
microscopic studies. They were iden 
e microscope. The epidermis appeared 
corium and deeper layers of the cutis 
ivascular cellular infiltrate. The blood 
thickening of the intima. The lumens 
ilmost completely occluded. The infiltrate 
small round cells and numerous plasma 
occasional large fixed connective tissuc 
ppendages showed a similar infiltration. 


ring erythematous papulonodular syphilid. 


DISCUSSION 
Reiss (by invitation): It came to 
there might be a possibility of leprosy; but 
] doubt that this diagnosis is correct, for I did not see 
y in the center of the lesions, which is charac- 
teristic of tuberculoid leprosy. Furthermore, the pebbled 
in leprosy was lacking. 


ee i NK C. Combes: I do not agree with any of 
me 4 gnoses, nor can I make one of my own, although 
‘ at of toxic erythema. It is certainly not 
ot Mruary syphilis, for it has none of the clinical or 
vith little ‘yogic characteristics. Erythema elevatum diutinum 
was Tonic and does not disappear, and _ histologically 

ed n phere ymorphonuclear infiltration, greater than in 

pny of ‘ruption with the possible exception of ery- 

ed, in- far as leprosy is concerned, the patient 
raised, fy’ 1 the West Indies but has lived in the United 
losel states nearly fifty years; clinically the eruption has 
sion are fet the carance of tuberculoid leprosy, and the his- 
llar or faptog ture does not remotely suggest it. As for 


think the borders are much too gradual and not 


cordlike enough for that eruption. The borders of the 


lesions are almost cartilaginous; they slope abruptly on 
t outside and gradually on the inside toward the 
center of the lesion. I am unable to make a definite 
lagnosis in this case 

Dr. ApRAHAM WatzerR: I have had this man under 
bservation for about five years \t tirst | thought 
that the lesion could be placed in the group of acute 


] 1; 1 
erythematous diseases, such as erythema annuiare cen- 


trifugum, erythema figuratum perstans and erythema 


chromicum migrans. <As a further possibility, a drug 
eruption caused by bismuth, arsenic or some othe 
drug was considered. The recurrence, irrespective of 


the drugs taken, ruled this out as a causative agent 
Che histologic picture, however, gave an_ entirely 


different aspect to the lesion. Three sections were 
removed at different times, and all showed the same 
picture under the microscope, that of syphilis. These 
sections were examined by the late Dr. Satenstein and 
the late Dr. Fraser, and they corroborated the diagnosis 
f syphilis. It is true that clinically it does not fit into 
the picture of late syphilis or late secondary syphilis; 
but when one considers all the features the only one 
that is definite is the histologic picture, which is that 
of syphilis. Leprosy can be ruled out, both by the 
absence of other symptoms and by the histologic struc- 
ture. Neurosyphilid of Unna was mentioned. Its his- 
tologic picture is not specific; it is usually that of an 
acute inflammatory process. 


A Case for Diagnosis (Eosinophilic Granuloma?). 

Presented by Dr. Grorce M. Lewis. 

M. R., a man aged 45, was previously presented 
before the Manhattan Dermatological Society, on Oct. 
13, 1942, for diagnosis. Since that time new lesions 
have continued to develop, but recently it has been 
apparent that fewer have appeared and that they are 
not so large. Treatment has consisted in the admuinis- 
tration of potassium iodide in gradually increasing 
doses. He is now taking 128 drops of the U. S. P. 
solution daily. The patient has also had eight weekly 
injections of bismuth subsalicylate. 

On the anterior aspect of the thigh is a large firm 
elevated, sharply demarcated reddened plaque. There 
are also a few smaller lesions of similar character on 
the trunk. Previously there have been many palm-sized 
and larger lesions affecting the lower extremities; these 
have frequently assumed a horseshoe shape. There is 
a dermatophytosis of a chronic type on the soles and 
toe nails. 

The Wassermann reaction of the blood was negative, 
the urine normal and the blood count normal except 
for 11 per cent eosinophils; three cultures of blood 
produced no growth of organisms; examination of a 
stool showed no parasites; salicylates were not found 
in the urine; the sputum did not contain tubercle bacilli, 
and the corrected sedimentation rate was 0.7. mm. 
Culture of scrapings from the feet revealed Trichophyton 
purpureum. There was no local reaction to trichophytin. 
Roentgenograms of the chest and hands showed normal 
conditions. Cultures for fungi and bacteria from a 
biopsy specimen of a new lesion grew no pathogenic 
organisms. The histologic section showed a diffuse 
perivascular infiltrate, largely lymphocytes and poly- 
morphonuclear leukocytes. 

A number of biopsy specimens have been examined. 
The findings varied only slightly. There was a peculiar 
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dense perivascular grouping of eosinophils about the 
blood vessels, as well as a diffuse infiltration of the 
cutis by eosinophils. The epidermis was flattened. 
There was an increase of fibrous tissue in the cutis and 
some loss of the tissue. 


DISCUSSION 


Dr. CHarces Worr: I believe this case belongs in 
the group of cases of lymphoblastoma, and I think a 
study of bone marrow would shed some light. These 
masses are infiltrated. There is a small discrete nodular 
lesion of rather recent origin which seems to suggest 
myelogenous leukemia. It would therefore be advisable 
to carry out repeated studies of the bone marrow. 

Dr. Frep Wise: Several publications have recently 
appeared in the foreign literature cOncerning eosino- 
philic granulomas. I do not recall reference to metab- 
olic disturbances in association with these cutaneous 
granulomas in the articles which came to my attention. 

Dr. Frank C. Combes: A similar case was reported 
by Cerutti in a recent issue of Dermatologica (85:90, 
1942). 

Dr. JosEPpH J. Etter: Have any studies been made 
for trichinosis ? 

Dr. Georce M. Lewis: The patient has been hos- 
pitalized and thoroughly studied, but the bone marrow 
has not been studied. There is no evidence at the 
moment of any leukemic changes. The patient has 
had many blood counts, and nothing abnormal has 
been found to date, but of course that may change at 
any time. The tumors are interesting from several 
standpoints. One is the spontaneous dissolution of the 
lesions, which reach an acme after spreading peripher- 
ally, become stony hard and then soften and, as he puts 
it, form lesions like “a bag of water” and disappear 
without leaving any trace. My colleagues and I have 
taken fifteen sections at different times, and we feel 
that we have exhausted the possibility of reaching a 
histologic diagnosis. The essential change is the in- 
filtrate in the cutis composed chiefly of eosinophils. 
The man is not affected in any way by the disease 
except that he has had repeated episodes of secondary 
lymphangitis of the legs. He has a chronic dermato- 
phytosis due to T. purpureum, but so far we have been 
unable to associate the two diseases. 

Studies for trichinosis have not been made, but there 
is no tenderness of muscles or other symptoms of the 
disease. 

The case reported by the Italian author which Dr. 
Wise mentioned is somewhat similar except that the 
lesions were discrete. Those of my patient tend to 
coalesce and form plaques. 


Poikiloderma. Presented by Dr. ABRAHAM W£ALZER. 


F. C., a man aged 65, a general laborer, presented 
himself at the dermatologic clinic of the Brooklyn 
Jewish Hospital in May 1942 for “blisters on his body.” 
Except for an operation a number of years ago for an 
infection of the left side of his jaw, he gave no history 
of any serious illness. He stated, however, that for 
over twenty years he had had “red marks” on his body 
which had never given him any trouble. He repeatedly 
stated that he had not ingested drugs in any form. 
Examination at that time revealed a bullous rash and 
an erythematous atrophic eruption. 

The bullous rash (fig. 1) consisted of a symmetric 
eruption of bullae of various sizes and shapes. Some 
were flaccid and others tense. They apparently sprang 
from normal skin except where they developed on the 
areas of poikiloderma. Some showed only oozing 


patches as remnants of the bullae, while 
dried into crusted areas. The lesions were : 
nent on the upper part of the trunk and 
extremities. The mucous membranes were ; 
Nikolsky’s sign was present. In the axill 
of the ruptured bullae were raised and 

The clinical picture was that of typical 


vulgaris. 

In addition to the bullous eruption he 
rash he shows tonight. 

In the early part of June 1942, about a 
the patient appeared to be very sick and 
to the hospital. The bullae had increased 
and severity. Complete physical examinati 
nothing of any importance. Repeated blood 
determinations of the blood chemistry shi 
abnormal. On culture the blood was steri 


Fig. 1.—Poikiloderma with a bullous eruption 


Wassermann reactions were negative. Determuinat 


ot basal metabolism, studies of bone mart 


endocrine function and electrocardiograms g: 


within normal limits. Roentgenograms of t 
the feet, hands, skull, sella turcica and lw 
nothing abnormal. 

The only medication he received in the | 


sited of 1 fluiddrachm (3.7 cc.) of compou! 


of rhubarb N. F. taken three times a day 
powder applied to the skin. He was disc! 
three weeks of hospitalization with nearl; 
gone, and about one month later he was 
clear of bullae (fg. 2). Nikolsky’s sig 
obtainable. 

In January 1943, about five months 
zoster developed on the upper part of the 
the chest and leit arm. 

Tonight he shows a symmetric eruption 
and the back near and including the axillas 
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and sides and tront of the abdomen. These 
rythema, telangiectasia, pigmented spots, 
scaling and atrophy. The appearance 
ot a healed radiodermatitis. The tore 
ds show a thickened, lichenitied dermatitis 
occupation. 
s of skin were taken at intervals tor 
section the stratum 


idv. In the first 
s separated from the granular layer by a 


um and red blood cells. In some areas 


raepidermal vessels containing polymor- 
ikocytes and dyskeratotic epidermal cells. 
showed a diffuse infiltration of round 
mononuclear leukocytes and some poly- 
There was fragmentation 


leukocytes. 
ilic degeneration of the collagen fibers. 
section the stratum corneum was thickened 


Fig. 2.—Poikiloderma. 


i, and there was a homogeneous eosinophilic- 
ng substance, apparently the contents of a bulla. 
a mild but regular acanthosis, with some 

~ edema of the prickle cell layer. The entire 

is the seat of an irregular basophilic clump- 

Iragmentation and even homogenization of the 
gel ith complete disappearance of the collagenous 
rrounding the appendages and vessels. The 
ere dilated and showed perivascular round 


ion. There was complete absence of elastic 


DISCUSSION 
Wise: The clinical appearance today is 
kiloderma vasculare. I believe that the pre- 
ng us eruption was probably a drug eruption 
her variety of bullous dermatosis of unde- 
iuse. 


R SHAM Watzer: I do not think there is 


n of the diagnosis of poikiloderma. The 
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interesting feature of this case is the relation of the 
bullous eruption to the poikiloderma. Dermatomyositis 
and scleroderma are frequently associated with poikilo 
lerma, but bullae have not been reported 

Hazel reported a case (Poikiloderma Atrophicans 
Vasculare, ArcH. Dermat. & Sypu. 40:776 [Nov.] 
1939) which suggested such a relationship. The patient 
Hazel said that after the 


Was a man 50 years old. 
f a specimen for biopsy removal of adhesive 


taking « 
tape trom the back removed the epidermis also and 
resulted in a moderate hemorrhage. This he intet 
preted as a modified Nikolsky sign. The patient had 
no bullae. 

In the histologic report on this case, made by D1 
red Weidman, the interesting feature was the severe 
edema of the entire papillary and subpapillary layer 
In the early lesions this was so severe that long narrow 
lakes (subepidermal vesicles) were formed directly 
under the basement membrane. 
Dr. Weidman said he would like to emphasize th 
presence of these lakes of fluid under the epidermis and 
correlate it with the Nikolsky 
patient. Microscopically, it looked as though the epi 
dermis should slip off easily. 
marked, does not necessarily involve such conditions 


In discussing the case, 


phenomenon that 
This of course, he re 


as pemphigus or the Senear-Usher syndrome; he said 


it is merely an item which should be remembered in 
the future studies of poikiloderma. He further said 
that this was a rather distinctive histologic picture, 


particularly if it should be found that the lakes of 
edema under the epidermis turn out to be constant 
in this disease. He was sure, he said, that if he saw 
this picture again his thoughts would turn at once 
to poikiloderma. 

The history of Hazel’s case and that of this patient 
resemble each other to a great extent. Both cases 
could be grouped together, that of this patient as a 
case of poikiloderma with bullae and that of Hazel’s 
as a case of poikiloderma with abortive bullae. 


A Case for Diagnosis (Keratoderma Climacteri- 
cum?). Presented by Dr. Georce M. Lewis. 

M. G., a woman aged 46, a maker of artificial flowers, 
complains of soreness and slight itching on the soles 
Her present illness coin- 
She has been 


and to some extent palms. 
cides with the onset of the menopause. 
under treatment for “athlete’s foot” for the last six 
months, during which time she has gained weight. 

On both soles there are hyperkeratotic patches with 
several fissures. On the palms is a beginning indica- 
tion of slight hyperkeratosis. 

Repeated examination and cultures for fungi gave 
negative results. The blood pressure was 130 systolic 
and 95 diastolic, and the urine and blood were normal. 
The histologic examination showed a striking lamellated 
hyperkeratosis and acanthosis, with moderate inflam- 
matory response of the cutaneous vessels. In some 
places the cutis was normal. 


DISCUSSION 

Dr. CHARLES Wor: I believe that the disease is 
psoriatic keratoderma. Further evidence of this disease 
is the fact that the patient has changes in the nails, 
stippling of the nail plate of the little finger and of 
the ring finger; she gives a history of an intertriginous 
eruption in the submammary region and has a patch 
behind her ear suggestive of psoriasis. 

Dr. FREDERICK REIss (by invitation): One must 
consider the possibility of a psoriasiform keratoderma, 
but it would be a strange coincidence for the onset to 
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be seven months after the menopause. On the other 
hand, the description of Haxthausen’s climacteric kerato 
derma fits in with the manifestations in this case. The 
patient also is obese, and she has plantar keratoses 
and a few palmar keratose There is only one sign 
missing of this triple syndrome, and that is the high 


Acanthosis Nigricans. Presented by Dr. ABRAHAM 


WALZER. 

L. H., a Negress aged 24, married, came to the 
rt logic clinic of the Brooklyn Jewish Hospital 
in May 1942 complaining of a rash on her body. She 
gave a history of a bilateral mastoidectomy at the 
age ot 9 years. At 19 hypertension developed. One 
year later she was treated in the hospital for a double 
salpingitis (nongonorrheal), which cleared up without 
surgical intervention. During the past two years sh« 
has put on considerable weight, for which she is being 
treated in the endocrine clinic. Roentgenograms ot 
the sella turcica, sinuses and skull showed nothing 


abnormal. There was no history of the ingestion ot 


drugs, except those given recently at the other clinics. 
The present rash began about two and a half years 
ro, aiter the birth of her second child. All locations 
were affected at the same time. The rash is present 
on the nose, temporal areas, neck and anillas, under and 
vetween the breasts, in the groins and along the spine 
ists of areas of hyperpigmentation which art 
almost black, covered with a verruca-like rash ot 


1 rows (axillas) and in patches (chest). In 
some areas (between the breasts and in the spinal 
area) the pigment is not so pronounced, and the papula: 


lesions are grouped in dirty gray patches. The natural 


furrows ot the skin are exaggerated. 

Aside from a small umbilical hernia and extreme 
obesity (weight 240 pounds [109 Kg.]), nothing was 
demonstrable on repeated physical examinations, with 
especial search for malignant disease. Determinations 
of blood chemistry and blood counts were within normal 
limits. The Wassermann reaction of the blood was 
negative. Frequent urinalyses showed nothing abnormal. 

A biopsy of the skin revealed an irregular acanthosis 
and hyperkeratosis, with narrow, elongated papillary 
bodies. The basal layer showed a deposition of melanin 
intracellularly. The corium and deeper tissues showed 
no abnormal changes. 

DISCUSSION 

Dr. HELEN O. CurtH: This patient has acanthosis 
nigricans, and the lesions are still spreading. One 
should not merely make the additional diagnosis of 
obesity and be satisfied with that. I have just reviewed 
all reported cases of acanthosis nigricans in a paper 
which has been accepted for publication by the Archives 
of Surgery (47:517-552 [Dec.] 1943). In patients 
with benign acanthosis nigricans the lesions are present 
at birth or in early childhood or begin or spread during 
puberty. In patients with the other type cancer de- 
velops, though this may take many years. The associa- 
tion between the two diseases is close. It is usual to see 
cancer develop at the same time as the acanthosis 
nigricans, which may disappear when the cancer is 
treated, though only for a short while. 

I am aware of the fact that one should not make a 
diagnosis of benign or of malignant acanthosis nigricans 
on the basis of age, because in many cases the malignant 
form has been observed in childhood. However, this 
patient is 24, beyond puberty, and should be carefully 
I do not think she has been observed thor- 


watched. 


DERM ATO 


1 I saw no reports of roent 
tions. The patient looks well but compla 

€ prognosis of malignant acanthosis 
bad. No patient has lived more than a 
the average duration of life after car 
discovered is eleven or twelve months 
this fact, however, the search for this 
should be continued, in order to detect it 
possible moment. 

Dr. Davin Broom: 


‘o the cause of the patient’s obesity? It 


Have any studies 


some light on the cause of the discolorati 
as both the obesity and the hyperpigment 
at the same time. 

Dr. ABRAHAM WALZER: It has beer 
the patient has been examined for endocri: 
She has been thoroughly examined for it 
has been discovered. A thorough 
malignant changes has certainly been mad 
investigations with a series of roentgenog: 
inations of the gastrointestinal tract and 
inal viscera were made, but apparently ey 
normal. 


ex 


Another question has been raised: Whi 
the cancer or the acanthosis nigricans? 
this, a discussion by O'Leary on a cass 
nigricans is interesting. In 1941, Her 
and Smith reported a case of acanthosis nig 
the American Dermatological Associat 
Dermat. & SypH. 44:789 [Nov.] 1941) 
his discussion of this case, reported on 
of this disease. Careful search was mad 
growths in these cases, and when everything 
normal exploratory laparotomies were peri 
the most minute examinations nothing 
About five months later the first patient 
with a tremendous abdominal cancer, involving 
marily the liver, from which he died wit! 
time. In the second patient cancer of th 
developed about a year later, and he died 
or eight months. The third patient was 
The answer to the question of which comes 
acanthosis or the cancer, would appear from O'] 
discussion to be the acanthosis, but I d 
this is so. It is not known which comes firs 
of the abdominal viscera is common, whil 
nigricans is rare. In about 25 per cent of 
acanthosis nigricans cancer has not been found 
there is a possibility that it may have 
some later date. 


Lupus Erythematosus of the Nose; Lichenoic 
Drug Eruption or Lichen Planus; Liches 
Planus of the Thumb Nails. Present 
Georce M. Lewis. 


B. H., a 60 year old white housewife, 
red patches on her nose of eighteen mont 
and an itching rash of seven months’ dui 
of her nail plates have shown some chang 
a year, but the plates of both thumbs 


worse during the last seven months, during t 
there has been an increase of itching of 
eruption. She has received injections 01 
preparation for lupus erythematosus of t S 
itching began after the fourth injection (D: 4. 
at which time the injections were discont 

The entire tip, extending to both alae, an ot 

vith We 


of the nose reveal an erythematous patch 
defined and slightly reddened borders. A 
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ilar hyperkeratotic scabs are present, 
the center of the lesion. On the trunk 

es are scattered several well defined, 


violaceous papules which show a mod 
powdery scaling. There is no preter- 
n, but the face is not affected by this 
the suspension of the injections of thi 
ound, the lesions did not improve. The 
dystrophic and thinned; they have lost 
many show fine longitudinal fissuring 
s of both thumbs show a ridge 
middle, ending in a split of the plate 
to the lunula on both of these nail 
stinct elevation, through which a purplish 


running 


sections of the lichenoid lesions showed 
portion of the horny layer and definite 
he granular Jayer. The epidermis was 
and flattened; the rete pegs were lost, 
is a diffuse infiltrate of lymphocytes and 


lear leukocytes just beneath the epidermis. 


DISCUSSION 
ScHEER: How can the diagnosis of lichen 
irom the appearance of the thumb 


ABRAMOWITZz: I believe the patient 
rythematosus of the nose and lichen planus 
Dr. Lewis presente d 


id leg 


had 


ions on his arms and legs. There wert 


s and nails. 
lichen planus of the glans penis 


anus lesions on the nail bed that could 
ide out. The lesions were harmless 
resulted in a permanent thickening and 
the nails (ArcH. Dermat. & Sypn. 41: 
1940). The patient had received roentgen 
iought that that may have been respon 
changes in the nails. Lichen planus fol 


use of heavy metals usually is preceded 
of eczematous or pityriasis-like eruption. 
N B. SULZBERGER: May I ask whether 
saw the lesions of the mucous membranes 
and gums? This patient presents whitish 
tongue which suggest lichen planus rather 
erythematosus. I should like to know 
iopsy was performed on the lesion on the 
he nose. Even that might be lichen planus, 
admit that if I saw that lesion alone | 
of lupus erythematosus and probably not 
ng else; but when it is seen in conjunction 
papular lesions and with the buccal lesions, 
ey all may be atypical lichen planus or per- 
lichen planus and lupus erythematosus. 


RICK Reiss (by invitation): I believe the 
the face to be lupus erythematosus. The 
vhere are follicular, and it can be questioned 
he disease is not a lichenoid drug eruption. 
ry definitely indicates such a possibility. On 
1and, the present histologic picture does not 
ice of a drug eruption but rather indicates 
lichen planus. I do not think that the 
lichen planus lesions on the palms would 
possibility of a lichen planus of the nail 
ive seen patients with lichen planus of the 
type affecting the nail plates without pro- 
ns on the palms. It is of course question- 
ase whether the changes in the thumb nails, 
elevations and ridges, could be established 


+ 


stations of lichen planus. 


M. Lewis: I think the lichen plan Is 
papules on the nail beds are typical In appearance, and 
their presence can be readily determined by clinical 
} 


servation. Dystrophic changes of the nails, such as 


ridging and other irregularities, may occur with many 


lging 
various illnesses, and their presence is nonspecific. In 
this case it is only because lichen planus is present on 
the skin that one considers lichen planus of the nails 


Contact-Dermatitis-Like Lesions Following Intra 
nasal Application of Ephedrine. Presented by 
Dr. GeoreG M. Lewis. 

Ek. M., a man aged 51, a Greek restaurant employe 
came to the dermatologic clinic of New York Hospital 
on Jan. 29, 1943, with a bullous eruption of one year’s 
duration. He had a similar eruption three years ago 
At the time of examination the patient presented 
bullous dermatitis of both hands and feet, with 
exfoliation in large scales of both soles and palms 
Che latter fact suggested the possibility of an arsenical 
dermatitis, and an examination for arsenic in the urine 
was made, with negative results. 

In March the 


bullous eruption. 


patient reappeared with a= similar 
\fter reexamination, strong 
cion occurred as to the possibility of a relation between 
the lesions and nose drops used the previous day. Thi 
drops contained ephedrine, menthol, chlorobutanol and 
liquid petrolatum. Patch tests were performed wit 
these substances, and ephedrine hydrochloride in a dilu 
tion of 1:1,000 gave a strong blistering reaction 
Patch tests with epinephrine and neo-synephrin hydro 
At the time ot thi 


height of the reaction to ephedrine, the sites previous! 


chloride elicited negative reactions. 


atiected showed slight exacerbation and detinit 
itching was felt. 0.1 ce. ot 


Intradermal injection of 
rochloride in a dilution of 1: 1,000 gave 


ephedrine hye 
an immediate erythematous urticarial reaction su 
rounded by a narrow anemic zone, followed by othe 
ill defined erythematous areas. One hour aiter thi 
performance of this test ‘the leukocyte count dropped 
trom 8000 to 6,000. 
DISCUSSION 
Dr. MARION B. Sutzpercer: Of all the cases pre 
sented this evening, I find this the most interesting. 
important fundamental points 


about phenomena observed practically every day—tor 


It illustrates several 


example, the appearance of eczematous lesions distant 
from the sites of application of the allergen. It is 
conceivable that all of this dissemination of lesions pr: 
duced by ephedrine was due to external exposure ot 
different parts of the skin. This possibility would be 
the first to consider, particularly if in a patient using 
nose drops the lesions had been confined to the tace 
and hands, but this man also had swellings of the feet 
after use of the drops; this strongly suggests absorp- 
tion and hematogenous dissemination. This form ot 
distribution of a contact allergen is not a newly dis 
covered one by any means; it has been discussed and 
proved over and over again. Nevertheless, some phy- 
sicians still seem to doubt the possibility of such 
hematogenous dissemination of a dermatitis venenata. 
Another interesting point is the close relationship 
between the hands and feet. As Dr. Wise and Dr. Jack 
Wolf and I reported, dermatitis of the feet may appear 
after external irritation of the hands, just as the oppo- 
site occurs with dermatophytosis of the feet and even 
with dermatitis venenata of the feet produced by shoe 
leather and other materials. Whether some nervous 
mechanism is involved is not known, but it is a fact 
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that the feet can be secondarily involved when tl 
hands are irritated, and vice versa. 

Still more interesting are results of patch and intra- 
cutaneous tests in this case. There has been a great 
deal of discussion of the site and seat of reacting tissue 
in the eczematous type of allergic eczematous contact 
type dermatitis. I myself have never been absolutely 
certain, and I have never been able to devise experi- 
ments to prove beyond doubt, that the shock tissue is 
the epidermis, but I think that all evidence supports the 
conclusion that in allergic eczematous dermatitis the 
epidermis is the principal seat of the reaction. If this 
is true, it is an important concept, because it means 
that epithelial structures throughout the body, without 
vascular tissues and without blood and lymph vessels, 
may be the primary sites of allergic reaction. If the 
epithelium of the skin can be the site of primary allergic 
reaction, then it is likely that the epitheliums of the 
viscera can react in similar fashion. It is therefore most 
important, from the point of view not only of derma- 
tology but of immunology and of medicine in general, 
to know whether the eprlermis can react primarily to 
allergens. 

One point which strongly supports that theory in 
this case is the fact that the patch test with ephedrine 
externally applied elicited a positive reaction while the 
intracutaneous test, which produced a moderate imme- 
diate reaction, did not cause an eczematous response. 
In spite of the high degree of sensitivity of this patient 
to ephedrine, if the drug is brought immediately beneath 
the epithelium contact with shock tissue is apparently 
not made in such a form as to produce an eczematous 
response. The shock tissue may therefore be the epi- 
thelium, and the evidence is that the injected drug 
has not come into contact with the epidermis for a 
suthciently long period but has been carried away by 
the How of tissue fluids and by the vascular structures, 
while the drug externally applied as a patch test has 
ample time and opportunity for adequate reaction- 
eliciting contact with the epithelium. 

Dr. E. Witttam Apsramowitz: I collected 10 or 
11 cases of dermatitis due to ephedrine, including 1 of 
Dr. Scheer’s and 1 of mine (Brit. J. Dermat. 45:225 
[June] 1933). My patient, a woman, had an eruption 
around the nostrils, and then on the hands, tollowed 
by a generalized exfoliative dermatitis. She did not 
get a reaction from the substitutes for ephedrine avail- 
able at that time—only from ephedrine itself. When 
I see a contact dermatitis on the nostrils and upper 
lip, the first thing I ask is whether an ephedrine spray 
is being used. This is often the cause of the dermatitis. 

Dr. FREDERICK REIss (by invitation). There was 
not a faint trace of any dermatitic reaction around 
his nostrils when I applied nose drops. Moreover, 
intradermal injection produced not an eczematous reac- 
tion but an immediate urticarial wheal. There was no 
eczematous reaction and no flare-up at the site of the 
old lesions subsequent to the intradermal test, whereas 
the patch test not only produced a strong eczema-like 
reaction but caused the sites of old lesions to flare up, 
accompanied by generalized itching. 


Erythema Nodosum Due to Sulfathiazole? Pre- 
sented by Dr. Davin BtLoom. 

F. F., a boy aged 14, came to the Skin and Cancer 
Unit of the New York Post-Graduate Medical School 
and: Hospital on April 28, 1943, with an eruption of 
the legs of three days’ duration. 

On the anterior aspect of each leg there were numer- 
ous dark red nodes % to 3 inches (1.3 to 7.5 cm) in 


diameter, tender to pressure. A few sma 
were present on the thighs, on the posteri 
the legs and on the extensor surface of t 

The patient’s history reveals that about 
ago he received sulfathiazole for a sore tl 
lets every four hours for five days. Si: 
he used a sulfathiazole ointment for a 
right thigh, and he had continued its us 
time of his admission to the clinic. 

On admission the pulse rate was accele: 
and the oral temperature was 101 F. Hi 
of pain in the legs when sitting or standi: 

Tonight the lesions are dark bluish and 
into plaques. The patient has no fever 

The blood count showed slight diminutio: 
cytes and hemoglobin content. The leul 
increased to 13,750. The urine was non 
thiazole was not found in the blood serun 


DISCUSSION 


Dr. CHarLtEs WorF: It has been estal 
erythema nodosum may be of rheumati 
of tuberculous origin. I therefore say 
may have a rheumatic erythema nodosu 
sulfathiazole exacerbated the eruption. 

Dr. Max ScHEER: To amplify what Dr. ( 
says, there is no doubt that sulfathiazole 
erythema nodosum. We had a 15 year old |} 
at Mount Sinai Hospital with lymphogran 
reum of a few days’ duration. He was 
thiazole, and after a few days extensive eryt 
sum of the lower extremities develop: 
sulfathiazole was discontinued, and after 1 a 
erythema nodosum cleared. Then after s: 
days sulfathiazole was again used, and 
prompt recurrence of erythema nodosum 
know whether or not the drug is the 
present patient’s eruction, but, as Dr. Chargi 
there is no doubt that sulfathiazole can caus 
thema-nodosum-like eruption. 

Dr. E. trie 
statistics on the frequency of drug erupt 
found them altogether unreliable because the diag 
was often made on insufficient grounds. [1 
case, a history of a sore throat and rheun 
both of which nfay be factors in the causat 
thema nodosum, makes it difficult for a definite 
nosis of an eruption due to a sulfonamid 

Dr. Georce M. Lewis: I should like to as} 
Bloom whether he has ever seen a nodose lest 
as this patient exhibits following use of an) 
amide compound other than sulfathiazol 
that most of the presentations of such | 
been confined to that compound. 


Dr. Marion B. SuLzBercer: I agre 
remarks of previous speakers. More than enoug 
thema-nodosum-like eruptions follow the 1 
amide compounds to prove that the combi 
just a chance coincidence. Whether in th 
case the sulfathiazole is the cause of the « 
cannot be decided on the evidence tonight. Pu! 
the many thousands of cases of gonorrhea t! 
sulfonamide compounds there are enough « 
thema nodosum to prove that the eruptic! 
to the drugs. There are, of course, ma 
which can also produce erythema nodosun 
include tonsillitis, rheumatic fever, lymp! 
venereum and other conditions for which 
compounds are now given almost routinel) 
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s otten difficult or impossible to know 
iption is due to the disease being treated, 
lministered or to a combination of drug 
biotropism). In some cases reaction t 
vs the first administration and does not 
he same drug is given a second or a third 
er cases, the erythema nodosum reappears 
ery time the sulfonamide compound ts 
to the question whether sulfonamide com 
than sulfathiazole can produce erythema 
my experience the answer is yes but they 
less commonly. I encounter erythema 
sulfadiazine and sulfapyridine but rarely 
is the compound which produces this 
neous response most frequently. I do not 
seen erythema nodosum caused by sult 
| do not agree that the fever is often a 
iagnostic help. If one gives a sulfonamide 
rheumatic fever or for tonsillitis or for 
disease in which erythema nodosum can 
evation of temperature may be due to the 
hich the drug has been given or to the 
activation or stirring up of the disease 
ig. So the appearance of fever does not 
to distinguish erythema nodosum due to 
that due to underlying disease. 
Broom: The history suggests strongly 
case sulfathiazole brought on the eruption. 
ibly the continued application of sulfathia 
nt precipitated the eruption in a_ patient 
by the oral ingestion of the drug. The his- 
odshot eves speaks in favor of this cause. 
Lichen Nitidus. Presented by Dr. Tomas GraHaM 
ealthy 8 year old boy, acquired a generalized 
tic eruption about June 1942. His history was 
tributory except for fallen arches, chronic con 
and possible sinusitis. 
nation reveals numerous sharply  detined, 
ghtly raised, pinkish, circular papules, most notice 
the abdomen, back and elbows. 
Wassermann reaction of the blood was nega- 
the urine was normal. Roentgen examination 
hest showed no disease, and the reaction to 
vas negative. 
itient had had little therapy other than with a 
ntaining ichthammol. He was given roentgen 
lation (75 r weekly ) for five weeks to the left side 
back; the right side was untreated. A biopsy 


med on Dee. 8, 1942 showed a microscopic picture 
with lichen nitidus. 
Aggies \t one end of one of the small pieces of skin there 


| a round, loose mass of cells directly beneath 

is. This seemed to press upward and flatten 

elial layer in the rete pegs far deeper, and 
epithelial layers were thin. The clump of cells 
s composed of epithelioid cells, lymphocytes, a few 
and occasionally one or two Langhans giant 
sormal connective tissue has disappeared in 
region. Through the base of it lay a small 
Dit ir ed artery that was prominent but did not 
remarkable. No acute inflammatory cells were 


: he rest of the section was not remarkable. 
re 

disea Lichen Nitidus, Generalized. Presented by Dkr. 
nd thes \BRAHAM WaALZER. 

ranulot > a boy aged 10 years, came to the dermatologic 

fonam! ni the Brooklyn Jewish Hospital in March 1943 


neralized rash. He had had the usual chil- 
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dren’s diseases. For the past five or six years he has 
had trouble with his ears and simuses, tor which he 
has been treated. There was no history of tuberculosis 
in the family, but the mother showed a large scar on the 
left side of her neck, a result of an operation during 
childhood for diseased glands. 

Che present eruption began on the feet and gradually 
spread. In about four months the present locations 
were involved. The rash is symmetrically disseminated 
on the face (forehead and area around the mouth and 
nose), trunk, extremities and penis. The inner sin 
face of the lips shows the lesions, but the palms and 
soles are clear. The rash consists of tiny (pinhead 
sized) sharply defined glistening papules, which are 
circular or polygonal, slightly elevated, flat and white 
or pink. 

Routine physical examination and all laboratory 
tests, including blood counts and determinations ot 
blood chemistry, gave essentially normal results. The 
\Wassermann reaction of the blood was negative Phe 
reaction to a tuberculin test with a dilution of 1: 10,000 
Was negative. 

Histologic studies of a lesion revealed the picture 


ly seen in lichen nitidus. 


usua 
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CarMEN C. Tuomas, M.D., Secreta 
Sept. 17, 1943 


A Case for Diagnosis. Presented by Dr. Herman 

BEERMAN and Dr. JAMES McGutre (by invitation) 

C. C., a white youth aged 19, well developed and 
healthy looking, presents involvement of most of the 
nose by a pigmented lesion. In both preauricular regions 
and on the chin and lower lip there are discoid lesions 
with violaceous discoloration, moderate atrophy and 
hyperpigmentation. The patient has always been in 
good health and has spent the past several months in 
the army. After three months’ field work in Texas, 
he acquired the present lesions on the face and was 
given a medical discharge from the army, with the 
clinical diagnosis of lupus erythematosus. When he was 
seen in the clinic, lichen-planus-like lesions were noted 
on the dorsa of the hands. Serologic tests of the blood 
for syphilis elicited negative results. A blood count 
revealed 4,400,000 erythrocytes, 90 per cent hemoglobin 
and 4,950 leukocytes. The biopsy specimen from the 
left preauricular region suggested lupus erythematosus, 
but that from the dorsum of the left hand showed no 
definite characteristics of lupus erythematosus, being 
highly suggestive of lichen planus. 


DISCUSSION 


Dr. A. Strauss: I did not take particular notice ot 
the preauricular lesions, but the whole picture impressed 
me as lichen planus. The patient had a number ot 
lesions on the backs of the hands which were typical 
for lichen planus. I thought the lesions on the chin 
were less typical. I did not see any atrophy. 

Dr. Morris Markowitz: There is follicular kera 
tosis in the histologic sections; there is also a good 
deal of round cell infiltration which is like that of lupus 
erythematosus. On the hands, it is true, there are 
shiny lesions like those of lichen planus. 
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DDr. HERMAN BEERMAN: This patient is particularly 
interesting because the one section from the face re- 
sembles lupus erythematosus, although it could be com- 
patible histologically with the ‘follicular type of lichen 
planus. Unfortunately, there are not present any of the 
other features which go to make up the Graham Little 
syndrome, and the lesions on the backs of the hands 
are not particularly follicular, clinically or histologically. 
Dr. Enwarp F. Corson: The lesions on the nose 
and other parts of the head certainly are lupus ery- 
thematosus. | thought the appearance of the nose 
typical. Probably the lesions on the hands, although 


lichenoid in appearance, are”~ old areas of lupus ery- 
thematosus that have changed somewhat because of 
atrophy. Among the early lesions on the hands, one 
juently sees some resembling erythema multiforme 


which at times appear atypical. The leukocyte count is 
low, suggestive of lupus erythematosus, and my feeling 
is that unless the case is regarded as an instance of 
two diseases occurring coincidentally all the manifesta- 
tions can be covered under the head of lupus ery- 


nat 
thematosus. 


Sarcoidosis. Presented by Dr. Maryory K. Harpy. 


B. s., a poorly nourished Negro woman aged 22, 
presents soft papular lesions at the inner canthi of 
both eyes and on the left eyelid. There are similar 


esions on the lobes of both ears, on the forehead and 
ips and on the back of the neck. These lesions first 
appeared in November 1942. The cervical, submaxillary 
and epitrochlear (especially the left) lymph nodes are 
enlarged. The spleen was not felt. There is a sym- 
metric enlargement of the lymph nodes in both femoral 
regions. The patient first received antisyphilitic treat 
ment in the South five years ago. The exact amount 
of treatment is not known, but it was administered for 


it least a year. She had one miscarriage four years 
ago. She was first seen in the syphilis clinic on Dec. 8, 
1942 here the eruption was considered a relapsing 


secondary syphilid. She received sixteen injections 
ot mapharsen and neoarsphenamine and ten injections 
of bismuth subsalicylate from December 1942 to May 
1943, with no change in the cutaneous lesions. 

A roentgenogram of the chest showed ‘‘considerable 
dense mottling over the lower three quarters of the 
right side and also of the left and mottling through the 
upper lobe of the right lung. While the appearance of 
the lung did not altogether suggest tuberculosis, we are 
inclined to believe it is this rather than sarcoidosis.” 
A roentgenogram showed no osseous changes in the 

The Kline and Kolmer reactions of the blood 
philis were strongly positive. The biopsy showed 


hands. 


for sy 
no evidence of sarcoid. The hair follicle sheaths were 
hyperplastic, like those of trichoepithelioma. The dis- 
ease was diagnosed as probably an incipient benign 
cystic epithelioma (Dr. Weidman). 


DISCUSSION 
Dr. VauGHN C. GARNER: It seems to me probable 
that the case is an instance of tuberculosis cutis. There 
is a question as to what type. I had in mind the possi- 
bility ot tuberculosis miliaris disseminata faciei on 
account of the lesions about the eyelid, the inner canthi 
and the lips, which are the particular locations for that 


subtype. 

Dr. J. V. Ktauper: The clinical picture does not 
agree with the histologic picture. There is no re- 
semblance between the histologic picture of sarcoid and 
that of trichoepithelioma. I do not think that the 
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degree of hyperplasia is as pronounced as 
persons with trichoepithelioma. 

Dr. SiGMUND S. GREENBAUM: The 
lipomatoid mass of enlarged lymph nod 
Poupart’s ligament, and [ think that if tl 
not show changes consistent with sarcoi 
lymph nodes, if that is what they are, sh 
tor histologic examination. 

Dr. Morris Markowitz: It would 
determine the blood chemistry and to mal 
test and a roentgenogram of the chest. 

Dr. CarMEN C. Tuomas: In view 
of serum proteins found in persons wit! 
should be considered whether many 
serologic reactions obtained in cases of 
may not be nonspecific false positive ré 
incidence of positive serologic reactions 
patients with sarcoidosis seems to me rat 
spite of the fact that the disease occur 
Negroes. 


Epidermolysis Bullosa with Lesions of the M 
Membranes. Presented by Dr. Epw: 


J. M., a white woman aged 30, looki: 
frail and undernourished, presents atroj 
various parts of the body, especially o1 
surface of the legs and on the knuckles 
elbows. The nails are for the most part dist 
cially on the right hand. Examination of 
throat by Dr. L. H. Clerf was report 
atrophy of the mucosa of the tongue, m 
pharynx. During the course of this es 
bleb the size of a lima bean developed 
surface of the tongue.. It became denud 
of the tongue raw from the gag used to efi 
on the tongue. At birth the patient's fing: 
were noted to be denuded of epidermis, pr 
rauma during passage through the birth « 
ing at the breast and bottle feeding we 
because of blisters and rawness of the lips 
ment was obtained largely through dro; 
Handling produced blisters at areas of pressu 
ing with hands placed on either side of t! 
duced large bullae. As the years went or 
accumulated over the tibias and the nails 
torted and somewhat atrophic. Her teeth we: 
on account of pyorrhea, and the dentures subs 
used caused blebs in the mouth. Roug 
articles of food caused blebs in the pharyns 
sumably in the esophagus, judging from he: 
of sensations there. 

No hereditary factor could be ascertained 
ot the family dermatologic history. TT! 
mother was ill during most of her pregna: 
patient. She has one child, aged 8 yea 
treatments have been tried in the past 
encing the disease in the slightest. 

DISCUSSION 

Dr. SicgmMuND S. GREENBAUM: With all 
the patient retains her sense of taste and 
mendous appetite. Food tastes good to he! 

Dr. J. V. Krauper: How common ar 
the mucosa in persons with this disease? 

Dr. Epwarp F. Corson: They occur in trom -! 
2.5 per cent of cases. I do not recall ever seeing ¢ 
patient with lesions of the mucous membra! 

Dr. VAUGHN C. Garner: I recall a patient © 
Dr. Schamberg showed before this society some nite 
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long-standing epidermolysis bullosa 
stenosis of the esophagus. The man had 
to gastrostomy on account of esophageal 
| believe that in his book Chevalier Jack 


epidermolysis bullosa of the larynx. 


mI is Vulgaris (Recovered). Presented by 
GUEQUIERRE. 

hite woman aged 40, came under my care 
1942. She was acutely ill and emaciated 
ied to her bed. Except the cheeks and 

re body was covered by large flaccid blebs 

uded areas, oozing profusely. The nos« 


\ crusts. The involvement of mucous 
was such that the patient could swallow only 
those with difficulty. She had a tonsille 
in 1942. Sores in the mouth persisted, 
appearance of blebs over the entir 


vas treated by various physicians fot 


blood count revealed 61 per cent hemo 
he Mucous 100 er¢throcytes and 16,300 leukocytes, ot 
ent were polymorphonuclear leukocytes, 
nphocytes, 4 per cent monocytes and | 
phils. A blood count two weeks late! 
r cent hemoglobin, 2,900,000 erythrocytes 


kocytes, of which 85 per cent were poly 


ir leukocytes, 10 per cent lymphocytes, 

onocytes and 4 per cent eosinophils. Thi 

levels were 85 and 73 mg.; the blood 

Is, 650 and 540 mg., and the blood urea 

vel, 9 mg.; the serum protein levels were 

; + mg. (albumin, 2.1 mg., and globulin, 2 
inalysis showed a heavy trace of albumin. 


t was given sedation, vitamins, sodium 
nd coagulin, acetarsone, 5 smallpox vaccina- 
applications of 20 per cent sulfathiazole 


otassium permanganate baths and injections 


DISCUSSION 
ott S. Wricut: I probably was the first 
voman, a year ago, in consultation in an 
vn, and there was not a part of her body that 
t covered with the lesions of pemphigus; I 
that she would be dead within a short time. 
StomMuND S. GreEENBAUM: I saw her in con- 
the hospital. There were tremendous ero- 
he entire body, the mouth and nose being 
and she did not weigh 75 pounds (34 Kg.). 
ired to be moribund. An interesting feature 
esent time is the ridging and dystrophy of all 
nger nails. 

P. GUEQUIERRE: In an attempt to control 
lary infection and the odor, we gave her per- 
ganate baths; but she did not tolerate them well, 
is painful to be lifted from her bed into the 
finally got the odor fairly well controlled by 
2U per cent suspension of micraform sulfathia- 
tals. We also treated her as if she had been 
nd used compression bandages. What caused 
vement, I do not know. I gave the vaccina- 
he chance that the disease might be of virus 
1 and because herpes zoster had been responding 
m.! ell to vaccination. The vaccinations did not take and 

rently no effect one way or another. 


MUND S. GREENBAUM: There are some der- 
ts who believe that patients with pemphigus 
never get well. I believe that some do recover. 


Dr. VAUGHN C. GARNER: Did many of the patients 
that you know of who got well belong to the Jewish 
race? Some seem to feel that the prognosis for Jews 
is much more serious than for gentiles. 

Dr. SIGMUND S. GREENBAUM: One. In his case t 
clinical diagnosis was confirmed by Dr. Schambers 
1, 


Dr. Ludy recently told me he had had cures in a 
dozen cases. He favors the administration of vitamin D 

Dr. IsaporRE ZUGERMAN: Oppenheim and Cohen are 
not so pessimistic about cure. They have used acetat 
sone with good results (ArcH. Dermat. & Sypn. 45: 
250 [Jan.] 1942; 46:201 [Aug.] 1942; 47:40 [Jan.] 


1943). 


Dr. J. P. Guegurerre: I was taught and have 
always believed that when pemphigus begins in th: 
mouth in most cases it goes on to a fatal termination 
and that when the blebs are large and flaccid the prog 


nosis is he ypeless. 


A Case for Diagnosis (Psoriasiform Eruption 
[Psoriasis? Tertiary Syphilis? Parapsoriasis 
en Plaques?]). Presented by Dr. C. C. Tuomas 
and Dr. M. J. GERLACH (by invitation). 

A. D., a Negro woman aged 39, presents a fairly 
generalized eruption involving the scalp, forehead, 
trunk and extremities but sparing the palms and soles 
The lesions consist of single or confluent infiltrated 
scaly papules, many of which are arranged in an arci 


form pattern. Some have undergone involution, with 


residual slight atrophy and depigmentation. There is 
no remarkable lymphadenopathy. The eruption began 
nine years ago on the right elbow. From there it 


spread gradually over the entire body and the scalp. 
Itching has been present from the start. There is no 
history of ingestion of any drugs except vitamin pills. 
She has been treated with innumerable local medica 
ments, with no permanent improvement. Results of 
repeated Kolmer and Kahn tests of the blood have 
been negative over a period of years. A blood count 
revealed 3,600,000 erythrocytes, 65 per cent hemoglobin 
and 7,000 leukocytes, with 35 per cent polymorphonu 
clear leukocytes, 47 per cent lymphocytes, 5 per cent 
monocytes and 3 per cent eosinophils. Biopsy of a 
specimen from a lesion on the left leg showed the epi- 
dermis to be acanthotic, with superposed hyperkeratosis. 
There was considerable inflammatory reaction about 
the sweat glands and sweat ducts. The diagnosis was 
verruca. 
DISCUSSION 

Dr. J. V. Kriauper: There is considerable itching. 
I do not think the disease is psoriasis. The lesions 
look like those of chronic squamous eczema. I thought 
the eruption too superficial for tertiary syphilis; one 
would not expect it to be so disseminated. 

Dr. Herspert J. SmitH: Because of the history, the 
scales and the lesions on the back, I think the patient 
has psoriasis. 

Dr. SIGMUND S. GREENBAUM: I agree with Dr. 
Smith, but I should like Dr. Beerman to try Brocq’s 
method of grattage. The hyperkeratotic cells are gently 
scraped off down to the compressed layer. If the grat- 
tage is done gently enough, a punctiform hemorrhage 
will occur from a lesion of psoriasis. Such a hemor- 
rhage will not occur from any other lesions. 

Dr. Carrot, S$. WriGHT: There was one lesion which 
apparently had been scraped, and it revealed the dried 
points of hemorrhage. 
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revealec 


Morphea. (For Therapeutic Suggestions.) Pre 
sented by Dr. VAUGHN C. GARNER. 
C. M., a white man aged 42, presents a classic wide- 


TT ] 
spread 


the chest 


circumscribed scleroderma (morphea) involving 


and the abdominal wall, the inner sides of 


the thighs and the arms. The duration is approxt- 
mately five years. There are at least thirty plaques 
present. The patient was seen for the first time two 


days ago; hence no studies have been made as yet. 


DISCUSSION 


Dr. CARMEN C. THoMaAs: This seems to be the most 
javorable type of case in which 


I have had 2 cases in which neostig- 


to use neostigmine U. S. 
P. (prostigmine ). 
sroduced considerable improvement. It 
bromide in 


mine may be 


1 
given by mouth in the form of neostigmine 


15 mg. doses, 3 to 9 tablets a day, preferably after meals 


s) as to avoid gastrointestinal discomfort. Neostigmine 


methylsulfate may be given by injection but 1s more 
expensive and more troublesome to use. The bromide 
is well absorbed by mouth. Results in cases of sclero 


derma seem to be obtained by the vasodilator effects of 
the neostigmine. 

Dr. Morrts Markowitz: In the case of a patient 
with morphea presented by Dr. Greenbaum and me 
(Philadelphia Dermatological Society, Feb. 21, 1941) 
there was no doubt as to the efficacy of ammonium 
chloride. The dose used was 10 grains (0.6 Gm.) three 
times a day. 

Dr. A. Strauss: I 
results with intravenous injections of typhoid vaccine 


remember a case in which the 


were remarkable. 

Dr. James C. McGuire (by invitation): Dr. Stokes 
has often mentioned the use of bismuth hydroxide intra- 
muscularly as effective in cases of localized scleroderma. 


A Case for Diagnosis (Tuberculosis Cutis?). Pre- 
sented by Dr. StcmuNnp S. GreENBAUM and Dr. 
Simon Katz. 

H. C., a Chinese man aged 63 (born in California), 
fairly well nourished and not acutely ill, presents over 
the left mandible an accumulation of grayish green 
thick crusts covering an area about 3 by 8 cm. Part 
of the lobe of the left ear is gone. The skin beneath 
these crusts and over the front of the neck and extend- 


ing down onto the chest is depigmented, tight and 
inelastic. There is similar involvement over the right 
mandible. It has the appearance of an old scar. The 


back and shoulders are studded with many brown, pig- 
mented, indurated nodules. About five years ago a 
lesion appeared beneath the left ear and two lesions 
under the chin. The patient thought they were boils. 
They did not disappear, and the eruption spread over 
the neck and chin. There is a rectal fistula and an 
indurated depigmented nodule on the scrotum. The 
patient has had no previous serious illness, and there 
is no tuberculosis in his family. A roentgenogram of 
the chest showed chronic fibroid tuberculosis of both 
apexes. His sputum did not contain tubercule bacilli. 
Serologic tests of the blood for syphilis elicited negative 
reactions. Results of a urinalysis and determinations 
ot blood chemistry were normal. He has been given 
roentgen ray therapy to the neck and the perianal 
regions. This treatment, completed on July 28, 1943, 
caused regression of the lesions except those over the 
leit mandibular region. 


DERMATOLOGY 


—A subsequent biopsy from a lesion on the 


conditions characteristic of psoriasis. 


AND SYPHILOLOGY 


ISCUSSION 


thought 


cutis. 


Corson: I 


tuberculosis 


Dr. Epwarp F. 
bility of verrucosa 
This patient 
Dr. Klau 

chin and 
which were draining and were thought to 
The lesions under the chin produ 
evident. 

Dr. J. V. Kiauper: nother 
mycosis, as Dr. Greenbaum suggested. 
rhe les 
visible, aside trom the scarring and the 


Dr. CARMEN C. THOMAS: 
about two 


then had active lesions under 


sented years a 


) by 
the 


derma. 
ring now 


possibilit 


Dr. SIGMUND S. GREENBAUM: 
do not suggest scrofuloderma, and the cas 
studied to eliminate 

granuloma. I saw a patient with similar les 
in Paris. was 
blastomycosis. The dis¢ 
tuberculosis, of course: tuberculosis 


blastomycosis and 


hive years The cas 


ago 
an instance of 


and 


can simulate one another. Crusts should 
smears and cultures made and the histolog 
studied. 

Note.—The histologic structure was tl 


ulosis, without any fungous cells. 


A Case for Diagnosis. 
S. GREENBAUM and Dkr. 


Presented by D 
SIMON Katz 


H. W., a Negro man aged 46, presents 
tion of the palms and soles, with flaky si 
tion in places and considerable hyperkeratosis 
scrotum there is a scaly and erythematous depig 
area. One week before his latest admission t 
pital a number of painiul fissures appeared 
palms and soles. At present he is | 
because pressure on the plantar surface 
The blood 140 systolic and &U 
A systolic murmur is heard over the 
otherwise physical examination reveals not! 
cant. The blood sugar level was 82 mg 
cubic centimeters and the urea nitrogen 
Urinalysis revealed a trace of sugar, but 
were normal. The Kolmer and Kline tests of t 
for syphilis elicited negative reactions. M 
examination of scales from the palms and s 
from the scrotum revealed nothing of significance 
patient works at loading 
powder on trucks. He has had many forn 


treatment and roentgen ray therapy, with 
effect on the lesions. 


unabit 


pressure 1s 


boxes of special 


DISCUSSION 


Dr. StmMon Katz: This man has had five 
admissions, with such diagnoses as dermatitis 
pompholyx, keratosis palmaris et plantaris a1 
tophytosis. In his work he used rubber 
rubber gloves, and his feet and hands were 
hence I thought the associated hyperhidrosis 
with keratosis palmaris et plantaris might 
picture. 

Dr. BERTRAM SHAFFER: Dr. Louis Schwart 
United States Public Health Service, has reported 
of contact dermatitis with subsequent leukodert 
result of contact with certain rubber products 
might be such a dermatitis. 

Dr. J. V. Krauper: In those cases 
always returned, and this man wore rubber 
time ago. I think that excludes that diagn 

Dr. Francis B. Everanp, Wilkes-! 
Shortly aiter the previous meeting at whi 
was shown, Pardo-Castello’s article on pit 


~ 
1egiig 
oneal 
Ref 
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ar. & SypuH. 45:843 [May] 1942), the 
which resemble closely the eruption of 


\N BEERMAN: Having reviewed all the 
pinta recently (dm. J. MM. Sc. 205:611, 
ntion this possibility only tor differential 
his patient, however, has a negative sero- 
and no search has been made for the 
resumed to cause pinta. In this phase ot 
logic reaction of the blood should almost 


positive. 


MANHATTAN DERMATOLOGIC 
SOCIETY 


ony C. Crpottaro, M.D., President 
Witpert Sacus, M.D., Secretary 
Oct. 12, 1943 


Tinea Corporis with Fluorescent Lanugo Hairs. 
ted by Dr. Maurice J. 
girl aged 11, presents a dime-sized slightly 
erythematous patch on the right side of the 
everal weeks’ duration. It was noticed in 
e this patient for the possibility of tinea capitis 
pet of the Wood light that the erythematous patch 
ng, t geht cheek fluoresced. On closer examination 
escence was found to be due to the infected 


DISCUSSION 


GeorGE M. Lewis: The presence of fluorescent 

i lesion which is stubbornly resisting treatment 

valid explanation for the resistance. In a similar 

‘ h I presented at the meeting of the New 
lemy of Medicine on Oct. 5, 1943 the patient 
eated for a month without any clinical improve- 
it was believed that the reason for the lack 

nse was the invasion of the hair follicles. I 
interested to know whether this patient’s dis- 


licros : | also prove resistant to treatment. An attempt 
soles t ur patient by manual epilation is so far with- 
ance t success. The question comes up as to whether one 

tif in giving an epilating dose of roentgen rays 
s of tch which is resistant. I think that will probably 
neglig to be done in this case. 


‘Ip BLoom: It would be worth while to ex- 
irs which are fluorescent, particularly hairs 
e prel ilps which were treated by roentgen epilation, 
HS Tepe to see whether fluorescence means in every 
1 ders tie presence of fungi in the hair. In the case of 
was kept out of school because of one or 
escent hairs which were seen after roentgen 
1g tion, | have found no fungi under the microscope. 
to! whether mere degeneration of the hair may 
ice fluorescence. 
MAN SuHartit: [ think Dr. Bloom's point is 
It is yet to be learned what fluorescence 
ace of the skin may mean. 


ApRAMOWITZ: I think the question 
ence is important. If the fluorescence is not 
ts son 1’, it may not be due to a fungus. It is 
confirm the observations by the microscope. 


M. Lewis: Dr. D. E. H. Cleveland, of 
is ma! r, British Columbia, Canada, did some work 
ppea t stion raised by Drs. Bloom and Sharlit re- 
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garding fluorescence, in which he took fluorescent hait 
and inoculated animals. The purpose was to make sure 
that fluorescence means infection, and the experiments 
of Cleveland proved that it does. Fluorescent hairs 
contain fungi. The only error is that of misinterpreting 
what is seen. Petrolatum and many other substances 
are fluorescent, but the greenish fluorescence of tungus 
infected hairs is characteristic and typical 

Dr. Maurice J. Costerto: This child was one ot a 
group examined tor ringworm of the scalp. I noticed 
that a dime-sized patch fluoresced. On closer inspec 
tion it was found that the fluorescence was due to in 
fected Janugo hairs. According to the Department ot 
Health of the City of New York, children are not pet 
mitted to return to school if they have even one flu 
orescent hair. It 1s my impression that all hairs that 
have characteristic fluorescence under the Wood lght 
are fungus-infected hairs. These small (coin-sized) 
patches on the skin are somewhat resistant to ordinary 
treatment. 

Dr. Georce M. Lewis: If the infection is in the hai 
follicles, local therapy is much less certain of favorable 


eftect. 


Erythema Induratum. Presented by Dr. Antriony 

C. CIPOLLARO. 

Mrs. T. G., a private patient aged 60, was first seen 
by me on April 27, 1942. She gave a history of having 
had lesions appear on the legs for several years. She 
states that the lesions begin .as small subcutaneous 
nodules which are moderately painful and then go on 
to ulceration with scab formation. When the lesions 
finally heal, pitted scars remain. She states that she 
has always been in good general health. She has never 
had any active manifestations of tuberculosis or other 
serious illness. She had a hysterectomy about one yea 
ago. There is no history whatsoever of ingestion ot 
drugs. 

The patient now presents on both lower extremities 
lesions in all stages of evolution and involution. There 
are pitted scars and some hard nodules which feel like 
phleboliths, or calcareous deposits, about some of the 
blood vessels. There are several lesions with thick 
adherent crusts and several erythematous plaques with 
moderate inflammation in some. superficial ulcerative 
areas. The larger lesions are situated on the backs of 
beth legs, but there are lesions on the anterior surfaces 
of the extremities as well as on the thighs. 

Results of a biopsy performed in July 1942 were 
indefinite and could fit in with tuberculosis or syphilis. 

Tuberculin tests elicited a 1 plus reaction with a dilu- 
tion of 1: 1,000,000 and a 2 plus reaction with a dilution 
ot 100,000. 

The Wassermann reaction of the blood was negative 
in July. 

DISCUSSION 


Dr. Wirpert Sacus: The section showed a process 
in the deep portion of the cutis and extending somewhat 
into the fat. Tubercles could not be found anywhere. 
It was inflammatory tissue with few plasma cells; how- 
ever, there was some destruction of the walls of the 
blood vessels, and the intima was swollen. I mentally 
ruled out tuberculosis because of the entire absence of 
tubercles. I thought of the possibility of syphilis, in 
spite of the fact that no plasma cells were present, 
which sometimes occurs. The only other possibility 
was vasculitis and perivasculitis. The necrosis of the 
wall of the vessel is somewhat against syphilis, but the 
changes in the vessel and swelling of the intima are 
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ROH ERMAT 

geestive of that disease Clinically, should have 
thought of the diagnosis of perivasculitis with lesions 

ring on both lower extremities and progressing 

vard to the thigh for a patient of the age of this one. 

Dr. JACK Worr: I agree with the diagnosis of peri 
vasculitis 

Dr. Davip Broom: I favor the diagnosis of peri 
vasculitis 

Dr. GirscH D. ASTRACHAN (by invitation I can 
not make a proper diagnosis, but I am inclined to 
think that this is a case of tuberculosis. I do not think 


It is syphilis, in spite of the histologic changes. 


Dk. Georce C. ANpREWs: I agree with the diagnosis 
as presented. 

Dr. FRED WISsE I favor the diagnosis of Bazin’s 
disease. It is possible that a biopsy specimen removed 


from another area would show more suggestive changes. 

Dr. E. Apramowi!tTz: If such lesions were 
present in a younger woman, one would consider it 
Bazin’s disease. Unless it can be proved to be wrong, 
that should be the diagnosis. 

Dk. Maurice J. Costerto: I agree that this patient 
las Bazin’s disease. Some of the lesions are small 
enough to be papulonecrotic tuberculids. The larger, 
punched-out lesions of long standing are fairly typical 
of erythema induratum. The bilaterality is typical. 

Dr. Mruran B. PAROUNAGIAN: I favor the diagnosis 
of Bazin’s disease. 

Dr. Wirtpert Sacus: I realize that it is possible to 
perform a biopsy and miss some of the process and 
therefore come to a conclusion which is not consistent 
with the clinical lesion. However, tuberculosis does 
not attack the blood vessels. Even with another biopsy 
| should not expect to find tubercles, because necrosis 
of the wall of a vessel is not a feature of tuberculosis. 

Dr. AntHoNy C. Crportaro: This case has been 
puzzling me for at least a year, and it is interesting to 
note that one pathologist had the distinct impression 
that the histologic picture was that of syphilis while 
another leaned toward the diagnosis of tuberculosis. 
The absence of a history of ingestion of drugs, the 
clinical appearance and the course of the lesions, the 
positive reactions to tuberculin and the negative results 
oi serologic examinations led me .o believe that the 
diagnosis in this case is erythema induratum. 


Circumscribed Scleroderma Associated with 
Lichen Sclerosus et Atrophicans. Presented by 
Dr. HERMAN SHARLIT. 

A. de A., an American woman aged 20, of Italian 
parentage, came to the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital 
on March 5, 1943 with lesions on the face and chest 
ot five months’ duration. 

Since the presentation in May at the New York 
Academy of Medicine (not published), the lesion on 
the right cheek has changed and enlarged. There is 
now seen an irregular ivory-colored plaque, indurated 
and surrounded by a narrow violaceous zone. On the 
right breast there are three lentil-sized round whitish 
papules which are hardly raised. In the center of each 
is a dilated follicular opening. 

The duration of the lesion on the face is one year 
and of those on the chest ten months. 

Results of laboratory examinations, including uri- 
nalysis, blood count and determinations of the basal 
metabolic rate and cholesterol content of the blood 


vere all normal The Wassermant 
d was negative. 

The pathologic report of the lesion 

as lichen sclerosus et atri 

DISCUSSIOD 

Dr. Frep Wise: I agree with tl 

presented, 


Dr. IsavorE Rosen: I have had 


examine this girl on one or two otl 
my impression is that the patient has s 
the face and guttate morphea of the chest 

Dr. WILBERT SACHS: There is some quest 
or not lichen sclerosus et atrophicans and 
or at least morphea, may not be related. 
time it has been taught that the elastic tissu 
in the first disease and present in sclerode 

Dr. Maurice J. CosteErto: My concept 
same as that of Dr. Rosen. I think this 
scleroderma. I was under the impression t 
clinical cases I have observed, that it ox 
women in the suprascapular areas and that 
plugs are seen in the center of the lesions 
features are lacking in this case. 

Dr. E. AsrAmow!Tz: I thinl 
on the face conforms to morphea and the les 
chest to lichen sclerosus. The patient 
stare (exophthalmos), which may connect 
bance with the thyroid. I think this is mo: 
than the question of terminology of the erupt 

Dr. HERMAN SHARLIT: I think Dr. 
point is well taken. It is possible that the 
chest which does not look like morphea 
been that in the past. 


A Case for Diagnosis (Fungous Infection’? 


Presented by Dr. Maurice J. CostELLo 

B. O’C., a woman aged 23, has had an er 
the dorsal and palmar aspects of the let 
inner aspect of the left leg and the left ell 
for the past four months. The eruption 
sharply marginated, slightly infiltrated, raised « 
tovesiculopustular lesions enclosing a numbe: 
papulopustules. The lesions in the severa 
present identical characteristics. Treatment has 
somewhat ineffectual to date. It has thus fa: 
of low voltage roentgen irradiation, wet dress 
solution of potassium permangante, solutio1 
inum acetate, paste of zinc oxide (Lassar’s 
ointment of benzoic and salicylic acid. No ex 
for fungi has been performed. 


DISCUSSION 


Dr. Georce M. Lewis: I suggest a clinica 
of infection due to Trichophyton purpureun 
usual feature is the presence of pustules whi 
be spontaneous and not secondary to treat 
occasionally sees vesicles and pustules, but 
reaction is usually less than is seen in tl 
According to Dr. Costello, there is a unilat 
cruris, which would be in favor of T. purpur« 


than Epidermophyton cruris as the infective © rgan 


The fairly sharp demarcation, the steady 
along the arm, the tendency to asymmetry 
involvement of the nails with dystrophy are 
in favor of the clinical diagnosis of T. pur; 
fection. Another characteristic is the rebelli 
the disease to treatment. 


palit 
al tints 
= 


ection? 


[ strongly tavor Dr. | 5° int 
\ Vs lL agree wit ) 1 5 
esions on the hand are characterist 


ue ABRAMOWITZ: I am more inclined 


iasis should be ruled out. The dry 
tence of the eruption and the condition 
not give an impression of tinea. The 


pical of psoriasis but could appear in 
\s for the lesions in the groin, this is 
not tinea, especially if it involves 


| think the patient should be studied 


SHarvit: I think psoriasis is possible 
to agree with the speakers who say 

a mycotic infection. 
J. Costetto: Certainly all the lesions 
all have the same spreading, wavy con- 
Since the patient has lesions on the soles, 
me that the disease may be due t 


Syndrome with Extensive Scleroderma. 
by Dr. FRED WISE. 

te woman aged 45, registered at the Skin 
‘nit of the New York Post-Graduate 
and Hospital on Aug. 13, 1921. The 

hat time was lupus erythematosus. The 
today after an absence of twenty 

ise of the lateness of the hour I am 
tim the following report by Dr. Saslow 


nt, a 43 year old Russian Jewish woman, 
by the arthritis clinic for study. About 
cars ago she began to notice redness of 
it gradually spread over the face. Shi 
lermatologic clinic for this and was told 
rythematosus. She had many injections 
thiosulfate (in doses of 25 to 100 mg. 
off and on for two or three years. 
up her face for five years. Lately the 


ns have reappeared, and the patient has had 


petition of intravenous injections of saline 
ie last injection was in April 1939, when 


tmued them because of dizziness and vomiting. 


time she had ten or twelve injections of a 
paration because of the facial lesions. The 
reaction is negative. 
ars ago the patient noticed that her left 
lly became swollen, painful, tender and red, 
her hand gradually became involved. The 
irticularly severe in cold weather, at which 
inds became white and the patient noted 
At the present time she complains of 
in the tip of the nose and both feet. Both 
stiff and tender, and the skin is edematous 
decrease in sensation. Tests performed in 
lay show a typical pallor of the skin when 
cold water and intense redness of the skin 
ut. Capillary microscopy test shows typical 
iynaud’s syndrome with spasm of capillaries 
mced distortion of loops (checked by Dr. 
Her temperature in the clinic was 99.8 F. 
ind her pulse rate was 100. 


ation began at the age of 16 and has been 


since, lasting five days and occurring every 
She had a child one year after marriage. 


‘The nt als mplains ot pa 
iable t raise ns abov ( 

She as scle derma ot the sk oft the i s Wa thie 
1ace il edema iin and ey SIs bot teet M \ 
al Se Veins art resent on bot egs t vere 
injected five « S vears ag Her ist story is 
therwise non tributory, except for a cholecystectomy 
and appendectomy about tive months ag 

Roentgen examination of the hands showed nothing 
abnormal except soit tissue swelling and some decal 
ification of the bones. In the arthritis clinic the sedi 
mentation rate was found to be 90. Diagnosis 


Raynaud's syndrome with extensive scleroderma 


DISCUSSION 

Dr. ISADORE RosEN: This patient evidently had lupus 
erythematosus in 1921, as is obvious from the sequelae 
Ip. Perhaps all the treatment she 


10- 


m the face and sca 
received for this disease did some damage to the en 
crine system which may account for her present 
symptoms. 

Dr. Girscu D. AstRACHAN: I should like to cite the 
case of a patient with scleroderma in Dr. Wise’s ser- 
vice who improved greatly after injections of 1odobis- 
mitol with saligenin were given because of her syphilitic 
infection. About two years ago she received massages 
with cocoa butter and improved somewhat, but the im- 
provement was not striking; as soon as treatment with 
iodobismitol was started the improvement was so great 
that I could not find any traces of this disease except 
slight infiltration and pigmentation. A case of sclero 
derma in a syphilitic patient with improvement follow- 
ing antisyphilitic therapy was reported by Leszczynski 
several years ago (Le traitement spécifique dans les 
sclérodermies, Bull. Soc. frang. de dermat. et syph. 48: 
380 [Feb.] 1938). 

Dr. E. ABRAMOowITz: There are several 
interesting points in connection with this patient. One 
is the appearance of lesions on the scalp, from which it 
may be assumed that she had lupus erythematosus, a 
form in which scleroderma may appepar (Libman-Sacks 
syndrome). Another point is the question Dr. Wise 
brought up: Is this scleroderma or acrosclerosis? Cer- 
tainly Raynaud’s syndrome is rather unusual in classic 
scleroderma. Acrosclerosis is more apt to respond to 
vasodilator drugs, such as neostigmine. Clinicians are 
prone to look on scleroderma and allied diseases con- 
ditions as systemic. 

Dr. Maurice J. Costerro: I think the Raynaud 
phenomenon is secondary to the scleroderma. O’Leary 
would probably say that this patient has acrosclerosis 
with Raynaud phenomena. Cutaneous calcinosis is often 
associated with mild phenomena. Dihydrotachysterol is 
worth a trial in the treatment of this patient. I treated 
a patient who showed no improvement until she was 
given large doses of dihydrotachysterol, and Dr. A. 
Wilbur Duryee, of New York Post-Graduate Hospital, 
is administering it to patients with generalized sclero- 
derma. One of my patients who presented patches of 
morphea, acquired dyspnea and pains in the chest. An 
electroencephalogram was made, which showed diffuse 
abnormal electrocortical activity, particularly over the 
more anterior aspects of the brain bilaterally. 

Dr. HERMAN SHARLIT: I, too, advise the use of 
dihydrotachysterol. 

Dr. Frep Wise: I think the suggestion of hospitali- 
zation is most rational. I should like to try the effect 
of dihydrotachysterol on this patient. 
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Book Reviews 


La lepra: Diagndéstico, formas clinicas, trata- 
miento. By Guillermo Basombrio. Price, not 
given. Pp. 104, with 17 black and white illustrations. 
Buenos Aires: Libreria y editorial “El Ateneo,” 1943. 
[his manual, written in Spanish, is divided into two 

parts. The first part is concerned with the diagnosis 

and clinical types of leprosy, while the second part 
deals with treatment. The author, a member of the 

Committee on Classification of Leprosy at the Inter- 

national Congress, Cairo, is thoroughly familiar with 

his subject. He presents a complete résumé of the 


The book should be of 


present knowledge of leprosy. 


Interest to the specialist and the general practitioner 
alike \ number of photographs illustrating the clinical 
types of leprosy are included. It is unfortunate that 


the quality of the photographs is not in keeping with 


the excellence of the text. 

Three clinical forms of leprosy are recognized by 
leprologists of South America. This classification is 
based on immunologic aspects of the disease. The 


1 
lepromatous type is characterized by lack of resistance 
to the causative organism as shown by a negative reac- 
tion to the lepromin (Mitsuda) test. The lesions con- 
i lepra bacilli and are therefore 
In the tuber- 


] 


large numbers o 


The prognosis is poor. 


tain 
highly Intec 
culoid type the lepromin test elicits a positive reaction, 


tl 


ous. 
indicating a well developed allergic response. This form 
Is not conta 
isms are present in the lesions. 
form is an intermediary type which may progress into 
either of the first two types. The reaction to the lepro- 
min test may be either positive or negative. 

The diagnosis of leprosy depends on the finding of the 
bacillus of Hansen and on the demonstration of dis- 
turbances of sensibility or characteristic histopathologic 


gious or is only slightly so, since few organ- 
The maculoanesthetic 


The microscopic picture is characteristic in 
In the maculo- 


changes. 
the lepromatous and tuberculoid forms. 
type a nonspecific inflammatory reaction is 
In this form disturbances of sensation are most 
Changes in nerve function in the skin are 


anesthetic 
seen. 
important. 
readily demonstrated by means of the histamine test. 
After injection of 1 drop of histamine (1: 1,000) into 
the normal skin a triple reaction occurs. Within a few 
seconds an erythema 2 to 3 cm. in diameter appears. 
Two to three minutes later a reflex erythema 2 to 
in diameter develops. Finally, after about four minutes 
an urticarial papule develops and lasts for five to ten 
minutes. The fundamental part of this reaction is the 
reflex erythema, which, according to Lewis, is due to a 


5 


cm. 


fal 


pseudoaxonic reflex. This reflex is no 


the peripheral nerves are sectioned 
rosy the triple reaction is produced in pat 
with normal sensibility but only tl 
and the urticarial reaction appear in anest 
Although chaulmoogra oil is not specifi 
feels that it the most effective theray 
Poor results usually due to use of at 
administration of inadequate 
up to 10 three times week 
depending the of the 
measures, including proper diet, rest and 


le init 


is 
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quality or 
are 
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are important. 


Practical Survey of Chemistry and Metabolis: 
of the Skin. By Morris Markowitz, \! 

Pp. 196, Philadelphia: The Bla 

1942. 


The author’s intentions are commendable 


pany, 


must be judged by their results rather tha: 
tions. The “Recent Advances” 
has set so good an example of the well int 


series, an 


careful review of a subject that readers hay 
expect the same up-to-date and judicial! 
methods in all. That the author has f: 
pose is less his fault than it is the fault ot 
f authenticated knowledge of the subject 
quired to write a good book of this kind i 
tion of competent biochemist and 
who has better than average training in chet 
is not enough merely to compile, chronologi 
by subject, the various articles and books 
the subject. The reader wants to know what t 
thinks of the validity of the article or chem: 
under discussion. How it look in 
recent chemical methods? Have its 
corroborated, or do they differ from the 
other competent investigators, and 
accepted facts been rendered unlikely be 
methods by which they have apparently beet 
are today shown to be fallacious? For « 
work of Unna on the separation of keratins 
is not accepted because the methods used 
shown to be inaccurate. 

In this volume, the metabolism and chemist! 
skin are handled too sketchily.  Certai 
known about the chemical physiology of t 
is covered in the book. There are far too 1 
formulas for a book on chemistry. The su! 
has not been covered even tolerably well 
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IS THERE 
DOCTORS 
IN THE HOUSE ? 


Aetabolisr 
Weve a message —and a gift—for your wife. We want her to try our prepara- 
What is tions. It will take about an hour of her time, and in return for that courtesy we 


will present her with a Beauty Counselor S1.CC lipstick in any shade she selects. 
We believe she will enjoy the hour. But, most important. we hope she will 
tell vou about our trv-before-yvou-buy method of seleetion—how each customer 
has a chance to use these hypo-allergenic preparations. without charge. to see 
ight that those recommended really suit her skin. 
Please use the coupon below. If, in addition, you would be interested to see 


counselors 


beauty counselors, ine.. 17108 Mack Avenue, Grosse Pointe 24, Michigan 
CJ Send me formulas. 


\rrange to give mv wife a presentation and a 51.C( lipstick. You will find her at home at 


Phone 


\ 
{ 
rl 
formulas. check where indicated. 
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FROM WALT WHITMAN 
“Nothing is good to me now.” he wrote, { 


“that ignores individual,” 


Individual idiosynerasies in the matter of allergic 
sitivity to cosmetic preparations pose many stubbe; 
problem- for the physician. 

Almay provide the answer for these exceptional 
tients with their Hypoallergenic Lipstick. Rouge 
Face Powder —and Unscented and Dvye-Free Lipstic! 
But Almay do more—they provide for even the excep: 
tional exceptions —those cases that are sensitive 


even standard hypoallergenic preparations. The Alma 
Raw Material and Clinical Testing Sets... the Almay 
Special Formulas...and the Almay Researeh Facilitie- 

—these help the physician so that even the most -tul- 


bornly allergic individual may also use fine cosmetic- 


W rite for free copies of “Cosmetic Sensitivity” and “Cosmetic Formu 


Sole Distribut 


Schieffelin & ( 
New York 3, N. 


Tubed Culture Media 


Petragnani Medium is recommended for isolation of A/yeohacterium tul 
from sputa or other pathological material suspected of harboring the organism of tuberculos! 


The formula used in preparation of this medium ts a very satisfactory modification o 


originally devised by Petragnant. 


Sabouraud’s Maltose Agar is recommended for propagation of mu 


pathogenic fungi, particularly those associated with lesions of the skin or scalp. Upon ths 


medium many of the parasitic fungi grow luxuriantly. 


Specify “DIFCO” 
THE TRADE NAME OF THE PIONEERS 
In the Research and Development of Bacto-Peptone and Dehydrated Culture Media 


DIFCO LABORATORIES 


INCORPORATED 
DETROIT, MICHIGAN, U.S. A. 
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The Search for Allergens 


The task of determining the factor responsible for an allergic disturbance may 
be extremely difficult. Secondary factors which can complicate the condition 
also must be taken into account. 


Have you considered cosmetic allergens as possible causative or contributory 
factors in diagnosing your allergic cases ? 


Marcelle hypo-allergenic Cosmetics are formulated particularly for the allergic 
patient, since known irritants have either been removed or reduced to tenable 
minimums. Many physicians have prescribed Marcelle hypo-allergenic Cosmetics 
for 12 years as a wise precautionary measure in treating their allergic patients. 


Write for a formulary booklet and pro- 
fessional samples of Marcelle Cosmetics. 


HYPO-ALLERGENIC MARCELLE COSMETICS, 
COSMETICS 1741 N. Western Ave. Chicago 47, Illinois 
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For 


clean 


ou HAVE undoubtedly told 
eee of your patients that 
a clean scalp is as important as 
clean hands...that a healthy 
scalp has much to do with a 
healthy skin, particularly the 
skin of the face. 

Perhaps you have recom- 
mended the use of Packers Tar 
Soap. As a gentle, pleasant and 
dependable cleansing agent for 
the scalp and hair, Packers has 
won the approval of many 
dermatologists. 

Packers also offers the ad- 
vantage of economy. Shampoos 
with this famous cake soap 
average less than a penny— 
about one-fourth the cost of 
bottled shampoos. 


PACKERS TAR SOAP, INC. 


MYSTIC, CONNECTICUT 


COLLOIDAL 
SKIN CLEANSER 


Waren 


A special purpose product for 
use when the skin is sensitive, 
irritated or disturbed 


PERSONAL LUXURIES COMPANY 
55 West 16th St. New York II, N. Y. 


Natural B-Complex 
and High Quality Protein 


- VIOBIN WHEAT GERM 


defatted, partly dehydrated wheat 
germ, is not only the richest of all prot 
foods (39%), but is also an excellent 
source of the B-Complex. It is fully prepare 
ready to use, and of palatable, nutty flavor 
tablespoonfuls daily can well bring the average | 
diet to optimum levels. * VioBin is availa! | 
through all pharmacies. * Literature and sam} 
on request. 


* The VioBin Corp., Monticello, Ill. 


VITAMINS (per gram) 


rhiamine 0. mg 
Riboflavin .008 mg. | 
Niacin 0.069 me. | 
Pyridoxine 0.015 mg. 


Pantothenic acid 0.035 mg. 
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BRECK WATER RESISTANT CREAM 


Breck Water Resistant Cream has been developed for the purpose of 
helping men and women protect their hands when working in water 
or when handling damp or wet materials - Some of the workers in War 
Industrial Plants who must work under these conditions will find 
this new hand cream a help in keeping their hands in good condition 
All that is necessary is to rub the cream onto the hands and then water 
appears to run off the hands like water off a duck’s back - Breck 
Water Resistant Cream - Breck pH7 Protective Cream and Breck Hand Cleaner 
.1ve Management and workers three industrial preparations which are helping in the 
control of Industrial Dermatitis and we like to believe are helping in the war effort 


H BRECK INC MANUFACTURING CHEMISTS SPRINGFIELD MASSACHUSETTS 
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INTENSIVE FEVER-CHEMOTHERAPY 
With the 


THE L-F HYPERTHERM 
ALL AIR-CONDITIONED FEVER CABINET 


Read this 
PRELIMINARY REPORT: Intensive Treatment of Gonorrhea and Syphili:: 
Bundesen et al. J.A.M.A. 11-27-43 


HYPERTHERMS Now in Production. WRITE TODAY FOR DETAIL>. 


THE LIEBEL-FLARSHEIM WEST THIRD sr. 


* CINCINNATI, OHIO 
MAKERS OF THE WORLD'S FINEST ELECTRO-MEDICAL APPARATUS 
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Luzier Cosmetics and Allergy 


Women use cosmetics because they have developed a need 
for them: they are essential to modern standards of good- 
grooming and therefore contribute to a sense of well-being. 
Your patient’s appearance, viewed cosmetically, is a factor 
that deserves your consideration both during hospitalization 
and convalescence. Cosmetics cannot lift faces, but they cer- 
tainly perform wonders when it comes to lifting a woman’s spirits. Women 
have an instinctive desire to look pretty and to smell sweet. 


Since cosmetics are so universally used it is not to be wondered that 
they sometimes figure in the field of allergy. That is why when there is a 
history of allergy we suggest that patch tests be made with those of our 
products the subject is using or contemplates using. If they test positive, 
further testing with their constituents is indicated to determine the offending 
agents. These found, we frequently can modify our formulas to suit the 
subject’s requirements. The patch test is generally considered best for 
testing cosmetics because it most closely approximates the conditions under 


which they are normally used. 


While our products are free from so-called common cosmetic allergens, 
such as orris root and rice starch, we feel it should be made clear that 
any of their normally innocuous ingredients might be allergenic to the 
allergic individual. It is our practice to write our patrons a letter to this 
effect when a history of allergy is involved. 


It is our experience that many persons with allergic constitutions 
cannot tolerate scented cosmetics; therefore we routinely recommend and 
select unscented products when there is a history or suspicion of allergy. 
This practice is not to imply or suggest that the subject is sensitized to 
perfume; it is solely to safeguard against the possibility. 


In specific cases of allergy or suspected allergy, when the subject is 
using or contemplates using our products, we are pleased on his request to 
send her doctor the involved raw materials for patch testing, also such 
information concerning our products as may have a bearing on the case. 


Since in the light of present knowledge it is not possible, save in 
specific cases, to make non-allergenic cosmetics, we believe the cosmetic 
requirements of the allergic individual should be considered by her doctor 
in the light of the formulas and general characteristics of the products 


she is using or contemplates using. 


Luzier's, Inc., Makers of Fine Cosmetics & Perfumes 


KANSAS CITY, MISSOURI 
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For Surgical 


Zephiran Chloride is a germicide of high bactericidal and bacterio- 
static potency. In proper dilutions it is nonirritating and relatively 
nontoxic to tissue cells. 


Zephiran Chloride possesses detergent, keratolytic and emulsify- 
ing properties, which favor penetration of tissue surfaces, hence 
removing dirt, skin fats and desquamating skin. 


HOW SUPPLIED 
Zephiran Chloride is widely em- 
ployed for skin and mucous mem- Zephiran Chloride is available in 
brane antisepsis—for preoperative : TINCTURE 1:1000 Tinted 


disinfection of skin, denuded skin : 
and mucous membranes, for vagi- TINCTURE 1:1000 Stainless 


nal instillation and irrigation, for : AQUEOUS SOLUTION 1:1000 
vesical and urethral irrigation, for 
wet dressings, for irrigation in eye, in 8 ounce and | gallon bottles. 
ear, nose and throat infections, etc. 


Write for informative booklet 


WINTHROP CHEMICAL COMPANY, INC. 


Pharmaceuticals of merit for the physician 
NEW YORK 13, N. Y. * WINDSOR, ONT. 
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